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Abstract
The objective of this study was to exmnine whether or not (1) the quality (e1notional
attachment, level of psychological closeness) of the pre-1norte1n relationship between a
suicide survivor and the deceased, and (2) the mnount of guilt experienced has influenced
grief reactions in suicide survivors. Specifically, cmnplicated grief, perceived stigma,
and overall quality of life were exmnined. Data were collected frmn 1130 adult
participants between the ages 18 and 80, who identified as having lost smneone to suicide
in a time period 1nore than six 1nonth prior to survey cmnpletion. This dissertation's
findings suggest that guilt has a detri1nental in1pact on all investigated grief reactions in
suicide survivors. Also, the perception of an emotionally close premorbid relationship
with the decedent does significantly i1npact both cmnplicated grief reactions and
perceived stigma. Based on these results, it is suggested that additional suppmis and
resources be provided to what appears to be a vastly overlooked and underserved
population of suicide survivors.

KeyH;ords: suicide, suicide loss, suicide survivors, bereave1nent, emotional
closeness, guilt, complicated grief, quality of life, stign1a
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Chapter 1: Introduction
Statement of the Problem
A person dies by suicide every 12.3 1ninutes in the United States, which totals 117
deaths per day, and over 42,000 deaths per year (A1nerican Foundation of Suicide
Prevention, 2015; Centers for Disease Control and Prevention, 2014). Suicide is the lOth
leading cause of death for Americans, with more individuals dying each year by suicide
than by h01nicide (AFSP, 2015; CDC, 2014). Approximately ninety percent of those who
die by suicide have a diagnosable and treatable psychiatric disorder (e.g., 1najor
depression, bipolar disorder, schizophrenia, PTSD) at the ti1ne of their deaths, and
between 20 and 50 percent of those who die by suicide had atten1pted suicide in the past
(AFSP, 2015). It is estimated that for each individual who c01n1nits suicide, six to 28
survivors ren1ain to cope with the loss, causing the number of newly bereaved to increase
by as many as 1,000,000 annually (Cvinar, 2005; Dyregrov, 2011 ; Mitchell, Sakraida,
Ki1n, Bullian, & Chiappetta, 2009).
Bereavement refers to the psychological, physiological, behavioral, and social
response patterns exhibited by an individual subsequent to the loss (typically through
death) of a significant person or thing (Dunne, Dunne-Maxim, & Mcintosh, 1987). For
suicide survivors, unresolved bereavement, which can detri1nentally i1npact all areas of
functioning and quality of life, is com1nonly associated with increased levels of
psychological or e1notional distress (Mitchell et al. , 2009; Mitchell, Ki1n, Prigerson, &
Morti1ner-Stephens, 2004). Psychological distress of unresolved bereavement n1ay
present itself as agonizing exatninations about the cause of the suicide, anger, guilt, posttramnatic stress, shock, depression, c01nplicated grief, anxiety, and the altering of social
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behaviors (Mitchell et al., 2009; Mitchell et al., 2004). Reactions 1nay additionally
1nanifest as physical symptmns such as nausea, sleep difficulties, chest discmnfmi, and
fatigue (Mitchell et al., 2004; Van Dongen, 1990, 1991).
Most research indicates that a distinguishing feature of suicide bereave1nent is the
likelihood that survivors are subjected to greater negative judg1nent by the1nselves and by
others, social isolation, rejection, and stigma, when cmnpared with survivors of other
types of deaths (Cerel, Jordan, & Duberstein, 2008; Cvinar, 2005; Fiegelman, Gorman, &
Jordan, 2009; Mitchell et al., 2009). The stig1natization perceived by survivors can be
overt (outward blmning, shunning) or covert (acts of mnission, empathetic failure), and
the associated shame and guilt experienced is presmned to cmnplicate the bereave1nent
process further (Cvinar, 2005; Dyregrov, 2011; Fiegelman, et al., 2009; Tall, Kolves,
Sisask, & Vamik, 2008).
Survivor reactions to suicide are powerfully influenced by the nature of the preInortem relationship between the survivor and the deceased, with close or intimate
relationships often predisposing survivors to more complicated and intense grief reactions
(Mitchell et al., 2009; Mitchell et al., 2004; Tall et al. , 2008). Kinship relationships are
1nore adversely affected subsequent to a death by suicide, and the possibility of
complicated grief reactions is drmnatically increased for spouses, parents, children, and
siblings of the deceased (Cleiren, Diekstra, Kerkhof, & van der Wal, 1994; Mitchell et
al. , 2009; Mitchell et al. , 2004; Tall et al. , 2008). Higher levels of depression and
anxiety, as well as lower mental health quality of life in survivors, are positively
correlated with the closeness of the relationship (spouse, parent, child, sibling) of the
survivor with the deceased (Mitchell et al., 2009). In addition to proximity of
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relationship, relationship quality or strength of e1notional attachment 1nust also be
considered when examining the bereave1nent responses in survivors (Tall et al., 2008).

Purpose of the Study
Although the grief reactions of suicide survivors have been investigated, the
research has concentrated on those survivors considered within the closest relationship
proximity (kinship, marriage) to the deceased. The proxi1nity of one' s relationship to an
individual who dies by suicide has been found to affect, strongly, all aspects of
functioning in suicide survivors; however, the suicide literature has failed to exmnine,
sufficiently, the quality of the relationship between the survivor and the deceased. The
purpose of the current study was to examine whether or not the quality (emotional
attachment, level of psychological closeness) of the relationship with the suicide victim
(not si1nply the proximity) influences grief reactions in suicide survivors. Specifically,
cmnplicated grief, perceived stigtna, and overall quality of life were examined. Guilt
experienced by the suicide bereaved has been found to directly impact each of these
variables. Therefore, survivors' guilt experiences were also examined. A better
understanding of the quality of life and of grief reactions of those considered emotionally
and psychologically close to the deceased 1nay lead to additional supports and to the
provision of resources to what appears to be a vastly overlooked and underserved
population of suicide survivors.
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Chapter 2: Review of the Literature
Suicide

Suicide is defined as "the act of killing yourself, 1nost often as a result of
depression or other mental illness" (Alnerican Psychological Association, 2014). It is
esti1nated that a person dies by suicide every 12.3 n1inutes in the United States, which
totals 117 deaths per day, and over 42,000 deaths per year (AFSP, 2015; CDC, 2014).
This places suicide as the 1oth overall cause of death in Alnerica, and the fourth leading
cause of death for adults between the ages of 18 and 65. More Alnericans die each year
by suicide than by homicide (AFSP, 2015; CDC, 2014).
According to the World Health Organization (2006), there has been a 60%
increase in global suicide deaths over the past 50 years (Aquine & Slater, 201 0; World
Health Organization, 2015). This number is expected to continue to increase (WHO,
2006) because it is estin1ated that, cunently, at least 1.3 million adults attempt suicide per
year (CDC, 2015).
The suicide rate has, on a consistent basis, been approximately four ti1nes higher
among 1nen than atnong wmnen. In 2014, of those who died by suicide, 77.4% were male
and 22.6% were female, with white males accounting for 70% of all suicides (AFSP,
2015; CDC, 2014). Cunently, the highest suicide rate is mnong individuals 85 years or
older, with the rates of those between 45 and 64 years being almost as high (AFSP, 2015;
CDC, 20 14). Younger groups have had consistently lower suicide rates than older and
middle-aged adults. Nonetheless, suicide is the third leading cause of death among
individuals between the ages of 10 and 14, second atnong persons the age of 15 to 34
years, and fourth atnong individuals between 35 and 44 years of age (CDC, 2015).
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In 2014, the suicide rate by race/ethnicity was highest mnong Caucasians, and
second highest among Atnerican Indians and Alaska Natives. Significantly lower, and
sitnilar, rates were found mnong Hispanics, Asians and Pacific Islanders, and African
Atnericans. Firearms were responsible for approximately half of all suicide deaths in
2014, followed by suffocation, which includes hangings (26.7%), and poisoning (15.9%)
(AFSP, 2015; CDC, 2014).
The accounts of those who have survived an attetnpt on their own lives have
indicated that the objective of suicide is pritnarily to end pain, not necessarily to end life
(Pmnpili et al., 2008). The psychological pain 1nost commonly preceding suicide appears
to be of such a severity that it causes living to become tnore objectionable than dying
(Pmnpili et al., 2008), prmnpting individuals to utilize suicide as an escape (Aquine &
Slater, 201 0; Bamneister, 1990). Edwin Shneidman devised the word psychache to
describe this anguish and psychological pain, which he theorized is ultitnately the result
of unfulfilled psychological needs (Pompili et al., 2008; Shneidman, 1993). These needs
consist of achievetnent, affiliation, autonmny, counteraction, exhibition, nurturance, order
and understanding (Pmnpili et al., 2008; Shneidman, 1993). Similarly, it is theorized that
enduring negative or stressful life events may predispose individuals to an unbearable
hopelessness about the future, which triggers a need to escape by suicide (Aquine &
Slater, 201 0; Bamneister, 1990; Goldsmith, Pellmar, Kleimnan, & Bunney, 2002;
Maltsberger, Hendin, Haas, & Lipschitz, 2003).
According to Joiner's (2005) interpersonal-psychological theory of suicidal
behavior, individuals who die by suicide possess both the desire to die and the ability to
do so. A desire for death incorporates two simultaneous psychological states, perceived
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burdensmneness and feelings of social isolation. To overcmne one's instinct of selfpreservation, an individual must endure repeated painful experiences, ulti1nately inspiring
a fearlessness of pain and death (Joiner, 2005).
Suicide Survivors

The hundreds of thousands of suicide deaths each year leave behind 1nillions of
individuals to cope with the losses. The term "survivors" was coined to describe those
directly affected by a suicide loss (Cain, 1972; Panish & Tunkle, 2005). However, the
degree to which individuals are exposed to suicide deaths, and are furthermore
substantially i1npacted by it, is not yet sufficiently understood (Cerel, Maple, Aldrich, &
van de Venne, 2013). In 1969, Shneidman conservatively estimated that for every death
by suicide, six survivors would be severely affected by grief (Clark, 2001; Schneider,
Grebner, Schnabel, & Georgi, 2011 a; Shneid1nan, 1969). This esti1nation was contingent
upon the traditional concept of a survivor's being a 1nember of the immediate family
(Dyregrov, 2011); it is likely an undenepresentation (Cerel et al., 2013; Jordan &
Mcintosh, 2011). Over ti1ne, evidence has suppmied 1nultiple variations of Shneidman' s
approximation, supposing that the actual nmnber of survivors 1nore likely falls between
six and 28 (Cvinar, 2005; Mitchell, Kim, Prigerson, & Mmiimer, 2005; Pmnpili et al.,
2008; Schneider et al., 2011a). Contingent upon these recent estin1ates, it is projected
that there will be between 200,000 and 1,000,000 new survivors annually (Cvinar, 2005;
Panish & Tunkle, 2005).
Although each suicide leaves behind individuals frmn varying types and levels of
relational closeness with the deceased, i.e. fmnily, friends, coworkers, patients,
classmates, etc. (Cerel et al., 20 13), there re1nains no well-defined or unani1nous
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definition of what it is that typifies a suicide survivor (Bennan, 2011 ). A census has
never been conducted to obtain a In ore accurate nmnber of suicide survivors (Berman,
2011 ), yet the enduring impact of suicide loss on those bereaved allows for the
presun1ption that there are substantially 1nore survivors than are presently docmnented
(Cerel et al., 2013; Jordan & Mcintosh, 2011). Research suggests that the considerable
variation in survivor estimates is dependent upon the age of the decedent, frequency of
contact with the decedent, and relationship to the decedent (Berman, 2011). For
example, Berman reported that surveyed individuals estitnated the total nmnber of
survivors for siblings and friends is approxitnately 45, 60 for a partner or spouse, and
more than 80 for children who died by suicide (Berman, 2011; Cerel et al., 2013).

"Survivor" Defined. The concept of survivor was traditionally applied to
immediate family (Dyregrov, 2011; Pmnpili et al., 2008); however, recent literature has
extended the definition to include various degrees of kinship (imtnediate and distant
relatives), and extended relationships (friends, significant others, colleagues, neighbors,
health professionals, classtnates) (Andries sen, 2005; Berman, 2011; Cerel et al., 2013;
Dyregrov, 2008; Dyregrov, 2011; Schneider et al., 2011 ). Furthennore, it is suggested by
smne that neither a kinship relationship nor mere exposure to suicide loss definitively
constitutes a suicide survivor (Andriessen, 2009; Cerel et al., 2013). A survivor is
regarded not only as a person whose life is changed, but also as one who is powerfully
impacted by the suicide death (Andriessen, 2009; Bem1an, 2011; Schneider et al., 2011 ).
A suicide survivor, as defined by Jordan and Mcintosh (2011), is "someone who
experiences a high level of self-perceived psychological, physical, and/or social distress
for a considerable length of titne after exposure to the suicide of another person" (p. 7)
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(Bennan, 2011; Cerel et al., 20 13). Research suggests that approxi1nately half of those
who lose smneone to suicide will be negatively itnpacted (Cerel et al., 20 13), and that
both kinship and relationship quality/attach1nent to the deceased play a significant role in
the experience ofthe loss (Andriessen, 2009; Chaptnan, 2007; Cleiren & Diekstra, 1995;
Mcintosh, 2003; Reed & Greenwald, 1991 ). Perceived attachinent to the decedent could
potentially play a greater role in the intensity of the grief response than the specific
(kinship) relationship (Cerel et al., 2013; Reed & Greenwald, 1991). Although it retnains
unclear whether being significantly itnpacted is detetmined by external criteria or by selfdefinition (Bennan, 2011 ), self-identification is considered the paran1ount tneans by
which to identify a suicide survivor (Cerel et al., 20 13).

Bereavement
Bereavement (grief) pertains to the psychological, behavioral, physiological, and
social response patterns exhibited by an individual following the loss (typically through
death) ofsmneone or smnething ofitnportance (Cvinar, 2005; Dunne et al., 1987). An
unfortunate loss can inspire intense and even overwhehning grief reactions, impacting not
only the individual's etnotional wellbeing, but also his or her cognitive, physical,
behavioral, social, existential, and spiritual health (Granelc, 201 0; Howarth, 2011; Love,
2007; Wilson & Marshall, 2010).
Evidence has indicated that grief intensifies both psychiatric and physical
morbidity and suicidality in the bereaved (Behavioural Neurotherapy Clinic, 201 0; De
Groot, Neeletnan, VanDerMeer, & Burger, 2010; Kaprio, Koskenvuo, & Rita, 1987).
Nmnbness, sadness, guilt, anxiety, lack of concentration, and anger are a few of the
prevalent etnotional effects of grief; smne findings suggest that if not treated
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appropriately, long-tenn mental health issues and psychiatric disorders 1nay result
(Howmih, 2011; Schimelpfening, 2011 ). Cmnplaints of ditninished health are additional
grief reactions (Love, 2007), with loss of energy, disrupted sleep patterns, digestive
upset, headaches, and shortness of breath being c01n1non physical effects of the grieving
process (Howarth, 2011; Schimelpfening, 2011 ). Furthennore, extreme stress 1nay give
rise to 1nedical illnesses, specifically hemi disease, cancer, and the common cold
(Schitnelpfening, 2011 ).

Suicide Bereavement
The loss of a loved one by suicide potentially encumbers the survivor with several
unique negative life events including stress preceding the suicide (relationship difficulties
with the deceased), details surrounding the suicide itself, the funeral and division of
property, and the survivor' s unique grief process (psychache, stigma, isolation, shame,
self-blmne) (Aguirre & Slater, 201 0; Shneidtnan, 1996). Exposure to the dead body of a
loved one is often tramnatic, leading to increased emotional distress and sy1nptoms of
post-tramnatic stress such as intrusive memories or nightlnares, emotional numbing,
panic and anxiety, an1nesia, and fatigue (Russell, 2005; Van Dongen, 1991 ).
Research suggests that suicide survivors experience severe fonns of bereavetnent,
unlike those experienced through natural losses (Behavioural N eurotherapy Clinic, 2010 ;
Cvinar, 2005 ; Mitchell et al. , 2009); these detritnentally impact survivors' affective,
cognitive, behavioral, social, spiritual functioning, and quality of life (Andries sen, 2009 ;
Mitchell et al. , 2009). Parallel to the bereaved being predisposed to psychological
distress and social difficulties, it is suggested that the physical health of those grieving a
suicide loss is weaker than those grieving a death by natural causes (De Groot, De
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Keijser, & Neelen1an, 2006). Specifically, disturbances such as sleep difficulties, fatigue,
chest discon1f01i, and nausea, are comtnonly reported by survivors (Mitchell et al. , 2004;
Van Dongen, 1990).
Prevalent grief reactions experienced by suicide survivors are anxiety,
posttramnatic stress, and psychological distress (Mitchell et al., 2009). Furthetmore,
when the unique grief reactions of suicide survivors have been examined
comprehensively, survivors were found to be 1nore susceptible to the specific grief
thetnes of shmne, rejection, blmning, stigma, anger, and excessive guilt (Andriessen,
2009; Sveen & Walby, 2008; Wilson & Marshall, 2010). Suicide survivors cmntnonly
struggle to rationalize the suicide 1notives, and are also inclined to berate themselves for
neglecting the deceased (Sakinofsky, 2007). Feelings can be complicated by the
cmnprehension of the death being not only intentional, but also preventable (Hibberd,
Elwood, & Galovski, 2010).
Survivors, especially family metnbers, are at a particularly high risk for
depression and comorbid suicidal ideation and behaviors (Mitchell et al. , 2005; Wilson &
Marshall, 201 0); they are between two and ten titnes at greater risk of suicide than the
general population (Aguine & Slater, 201 0; De Groot et al., 201 0; Kim et al., 2005;
Pmnpili et al., 2008; Runeson & Asberg, 2003; Sakinofsky, 2007). These
afore1nentioned grief reactions n1anifest into a state of heightened stress, creating an often
unmet need for social support, and ultimately engendering a state of stress, isolation, and
psychache from which suicide is an attractive escape (Aguine & Slater, 201 0). It appears
as though contagious suicidal behaviors 1nay be more likely in the i1n1nediate aftennath
(Sakinofsky, 2007). Potentially, this is due to having experienced a suicide, thus 1naking
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the possibility of suicide a tangible reality, increasing the likelihood of suicidal thoughts
in survivors (Pmnpili et al., 2008). Although the devastation and intensity of the pain
experienced, and subsequent anti-suicide sentitnents 1nay deter individuals from suicidal
behaviors over titne (Sakinofsky, 2007), there remains a distinctive fear within survivors
for their own safety and for the lives of other survivors, particularly family tnetnbers
(Clark & Goldney, 1995).
Additional unique reactions of suicide survivors 1nay include denying that the
death was a suicide, concealing the cause of death, obsessively contetnplating the
underlying motive of the deceased for dying, perceiving the suicide as an act directed at
the survivor personally, and in cases of repeated suicide threats, relief (Andriessen, 2009;
Sakinofsky, 2007; Wilson & Marshall, 2010). Complicated grief is both more likely and
In ore persistent in suicide bereavetnent than in grief associated with alternative 1neans of
death (Mitchell et al., 2005; Sakinofsky, 2007). "When the loss was sudden,
unanticipated, or the result of tramna ... individuals often feel ovetwhehned, unable to
cope, [and] incapable of comprehending the loss, [thus] seeing the world as particularly
chaotic ... " (Love, 2007, p. 77).

Complicated Grief
There is no definitive, "nonnal" length ofbereavetnent, because grief reactions
are specific to each individual and culture (Schitnelpfening, 2011 ). Grief, the etnotional
response to loss, is essentially a healthy response to bereaven1ent. However, there are
cases in which grief appears to deviate from the nonn in both duration and sytnptmn
intensity (De Groot et al., 2006; Howarth, 2011 ). This is refened to as cmnplicated grief.
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Cmnplicated grief is a distinct response to bereavetnent (Mitchell et al., 2005),
and although not recognized as an actual disorder, it is theorized as the development of
trauma symptoms associated with a death (Howarth, 2011 ). Independent of
bereavement-induced disorders such as depression, anxiety, and PTSD (Golden &
Dalgliesh, 2010; Kersting, 2004; Lichtenthal, Cruess, & Prigerson, 2004; Lobb et al.,
2010; Melhem et al. , 2004a; Mitchell et al., 2005; Prigerson et al., 1995), retninders of
the death or the deceased may lead to intrusive and distressing thoughts, which in tum
may interfere with the ability to grieve (Howarth, 2011; Sakinofsky, 2007). It is
estitnated that between 5% and 20% of those who have lost a loved one tnay be
susceptible to cmnplicated grief(Boelen, 2005; De Groot et al. , 2010; Lobb et al. , 2010;
Love, 2007). In these cases, the grief reactions are In ore intense, chronic, and prolonged,
often itnpairing tnajor areas of life functioning (Howarth, 2011 ).
The p-attern of adaptation to bereavetnent associated with complicated grief
consists of distressing and intrusive grief-related symptoms, which extend beyond six
tnonths, or beyond a period of titne that is considered nom1al for grieving (Lobb et al. ,
201 0; Prigerson et al. , 1999). The sytnptoms most cmnmonly associated with
cmnplicated grief include: an intense yearning for the deceased, difficulty accepting the
death, nmnbness, guilt, bitterness, avoidance, detaclunent, a sense of tneaninglessness,
excessive anger, irritability, deep depression, difficulty engaging in normal routines,
experiencing shock, bewildennent, or disbelief, withdrawal, loneliness, feelings of
futility, and preoccupation with the loss (De Groot et al., 201 0; Golden & Dalgliesh,
2010; Howarth, 2011; Jacobs, Mazure, & Prigerson, 2000; Jacobs & Prigerson, 2000;
Kersting, 2004; Lichtenthal et al. , 2004; Lobb et al., 2010; Mitchell et al. , 2005;
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Prigerson et al., 1995; Prigerson et al., 1999; Shear et al., 2007). Dysfunctional beliefs
regarding the death and a resistance to accepting the distressing reality are theorized to be
vital aspects of the initiation and 1naintenance of cmnplicated grief (Boelen, van den
Hout, & van den Bout, 2006; De Groot et al., 201 0; Shear & Shair, 2005).
Effects of Complicated Grief. Complicated grief not only itnpairs the current
level of functioning of the bereaved, but is also concomitantly associated with longerterm psychiatric and physicaltnorbidity (Kersting, 2004; Love, 2007; Mitchell et al.,
2005; Prigerson et al., 1997). Cmnplicated grief has been found to be predictive of
depression and PTSD, as well as itnpainnent in the quality of life dmnains of overall
mental health, energy level, and social functioning (Melhem et al., 2004b; Mitchell et al.,
2004; Mitchell et al., 2009; Silverman et al., 2000). Negative health outcomes such as
heati trouble, high blood pressure, cancer, increased tobacco and alcohol consun1ption,
and variations in eating habits have also been attributable to cmnplicated grief reactions
(Lobb et al., 201 0; Mitchell et al., 2005). Furthermore, survivors experiencing
complicated grief are repmiedly 1nore susceptible to experiencing headaches and flulike
sy1npton1s at those titnes that correspond to the particular anniversaries of the death
(Mitchell et al., 2004).
Of patiicular concern is that an enduring sytnptmn of cmnplicated grief is a
heightened risk of suicidal ideation and actions mnongst adolescents, adults, and the
elderly alike (De Groot et al. , 2010; Melhem et al., 2004b; Mitchell et al. , 2005;
Prigerson et al., 1999; Szanto, Prigerson, Houck, Ehrenpreis, & Reynolds, 1997).
Research suggests that cmnplicated grief and depression sytnptmnatology independently
intensify the likelihood of suicidal ideation, indicating an approximate fivefold increase
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in suicide risk even after depression is controlled for (Prigerson et al., 1999; Mitchell et
al., 2004; Mitchell et al., 2005).

Complicated Grief in the Suicide Bereaved. Those bereaved through suicide are
considered more susceptible to and consequently n1ore plagued by, cmnplicated grief
than are those bereaved by other (typically non-traun1atic) fonns of death (Clark, 2001;
DeGroot et al., 2006; Lobb et al., 201 0; Mitchell et al., 2005). It is thought that the
suddenness of a tramnatic loss accounts for 1nuch of the disparity in outcome, compared
with outcmnes from natural or non-violent causes (Lobb et al., 201 0). Specifically, the
sudden and unexpected nature of suicide death, and the associated inability to prepare for
the loss, predisposes 1nany individuals to a more arduous grieving process and the
developtnent of cmnplicated grief (Kristensen, Wei seth, & Heir, 20 12; Mitchell et al.,
2009; Parkes, 1998; Prigerson et al., 1995; Sakinofsky, 2007).
Fmihennore, anger is an etnotion experienced by 1nany survivors of suicide
(Young et al., 20 12), and can greatly contribute to a more cmnplicated bereavetnent
process. Those bereaved by suicide loss often experience intense anger towards the
deceased for abandoning or deceiving thetn, leaving them behind, or for causing thetn
intense en1otional pain (Young et al., 20 12). Anger is additionally directed towards the
suicide bereaved themselves, at other fatnily 1nembers, friends, or service providers for
not doing 1nore to prevent the death, or at God (Young et al., 2012).
Survivors are commonly left experiencing confusion, and are plagued by the need
to understand their loved ones' decisions to take their own lives (Cerel et al., 2008;
Young et al., 20 12). Those bereaved by suicide often question their own roles in the loss,
or question the reasons why they were not deterrents to the suicide (Cerel et al., 2008;
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Young et al., 20 12). These lomning questions concerning the reasons why the suicide
happened can greatly contribute to a cmnplicated bereavement process.
Protective Factors & Support Needs. Protective factors possessed by an
individual increase the likelihood of a healthy grief response (Kristensen et al., 2012;
Stroebe, Schut, & Stroebe, 2007). Self-efficacy, self-esteetn, relying on
religious/spiritual beliefs, finding meaning in loss, and resilience (stable pattern of low
distress, and healthy psychological and physical functioning over time) are considered
protective factors for the bereaved (Bonanno, 2004; Kristensen et al., 2012; Stroebe et al.,
2007). Research suggests that many individuals who exhibit resilience to loss and trauma
possess any number of the following traits: hardiness (belief that one can influence, learn
from, and find tneaning in life experience), self-enhancement (extretnely positive selfbias), repressive coping (avoidance of unpleasant thoughts and emotions), positive
emotion and laughter (Bonanno, 2004; Bonanno, Noll, Putnam, O'Neill, & Trickett,
2003; Greenwald, 1980; Keltner & Bonanno, 1997; Kobasa, Maddi, & Kahn, 1982;
Murphy et al., 1999; Taylor & Brown, 1988; Weinberger, 1990). Resilience and the
associated traits are representative of those who "tnanage to endure the temporary
upheaval of loss or potentially tramnatic events retnarkably well, with no apparent
disruption in their ability to function at work or in close relationships, and seetn to tnove
on to new challenges with apparent ease" (Bonanno, 2004, p. 101 ).
Fu1ihen11ore, social support is considered a crucial factor in reducing tnorbidity
(Cerel et al., 2008; Stylianos, Vachon, Stroebe, Stroebe, & Hansson, 1993; Wilson &
Clark, 2004; Wilson & Marshall, 201 0), and is cmnn1only available itnmediately after a
loss (Wilson & Marshall, 201 0). Assistance from a knowledgeable mental health
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professional, empathy from a bereaved peer, home outreach visits, and assistance with
finances and legaltnatters are considered prevalent needs in the wake of a suicide death
(Clark, 2001; Cvinar, 2005; Dyregrov, 2002; Parrish & Tunkle, 2005; Wilson &
Marshall, 201 0). Considering the fact that recovery appears slower subsequent to a
traumatic loss (Kristensen et al. , 20 12), social support in the i1n1nediate aftennath, and
receiving repeated offers of help for at least one year after the death would be most
beneficial to a survivor (Dyregrov, 2002; Provini, Everett, & Pfeffer, 2000; Wilson &
Marshall, 2010).
Quality of Life
The World Health Organization defines quality of life as "an individual's
perception of their position in life in the context of the culture and value systems in which
they live and in relation to their goals, expectations, standards and concerns" (WHO,
2014). It is an expansive notion influenced in a cmnplex way by an individual ' s "physical
health, psychological state, personal beliefs, social relationships and their relationship to
salient features of their enviromnent" (WHO, 20 14). Suicide loss can detrimentally
itnpact the level of psychological, physical and social functioning, and perceived quality
of life in suicide survivors.
Psychological Symptoms I Emotional Responses to Suicide Death. Research
indicates that bereavetnent subsequent to suicide death differs from natural death
bereave1nent because it predisposes the survivor to a complicated form of psychological
or en1otional distress (Cvinar, 2005; Mitchell et al. , 2004). Cmnpared with those
bereaved by natural death causes, those having lost a loved one to suicide have been
considered more psychologically unstable; up to 89% of all suicide bereaved suffer frmn
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emotions of such intensity that they greatly i1npact the bereaved person's daily
functioning, and often require the individual to receive professional help (Calhoun &
Allen, 1991; DeGroot, et al., 2006; Schneider et al., 2011a). Suicide death may inspire
significant mental distress regardless of prior psychiatric history (Mitchell et al., 2005).
Therefore, grief reactions appear to be contingent upon the resilience of the survivor, in
cmnbination with the circmnstances of the event, and the pre1norbid relationship with the
deceased (Sakinofsky, 2007).
Guilt, Blame, Denial, Questions of Why. Individuals bereaved by suicide are

likely to experience grief reactions that are considered predominantly unique to survivors
(De Groot et al., 2006; Jordan, 2001; Parrish & Tunkle, 2005; Sakinofsky, 2007).
Negative emotions such as guilt, feelings of blmne (of self and others), denial, and
questions of the reasons why the death occurred often characterize the bereave1nent
process after suicide (Clark, 2001; De Groot et al., 2006; Jordan, 2001; Lester, 2004;
McMenmny, Jordan, & Mitchell, 2008; PmTish & Tunkle, 2005; Sveen & Walby, 2008;
Wilson & Marshall, 2010).
Survivors often experience intense guilt subsequent to suicide losses (Clark &
Goldney, 1995; De Groot et al., 2006; Schneider et al., 2011 b). The impression that they
failed to identify the suicidality of their loved ones, failed to intervene in time to save
their lives, or assist them in seeking the necessary treatment weighs heavily on those left
behind to grieve (Clark & Go1dney, 1995). Additionally, guilt may stein from a fear that
their own abandom11ent or n1istreat1nent of the deceased inspired the feelings of
loneliness or rejection that 1nay have ulti1nately contributed to the death (Clark &
Goldney, 1995; Sakinofsky, 2007). Survivors experience distress at their past inabilities
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to cmntnunicate effectively with their loved ones, and may yearn to show the1n love and
appreciation (Clark & Goldney, 1995).
In situations in which there was an extensive and chronic history of suicidal
ideation or atte1npts, survivors may, however, also experience a sense of relief after a
suicide has occurred (Parrish & Tunkle, 2005; Sakinofsky, 2007; Wilson & Marshall,
201 0). These conflicting emotions of sorrow and relief can produce an internal
dissonance, and ultitnately inspire guilt and self-loathing within the survivor for his or her
being somewhat eased by the death (Parrish & Tunkle, 2005; Sakinofsky, 2007; Wilson
& Marshall, 201 0).

In addition to self-imposed guilt, 1nany survivors perceive feelings of blame for

the suicide by the family, friends, and acquaintances of the deceased (Clark & Goldney,
1995). A potential contributor to this is the fact that the need to place blmne or hold
another accountable for the death of a loved one is a cmn1non post-suicide experience
(Parrish & Tunkle, 2005). Smne survivors' experiences even incorporate placing blame
on the deceased for the pain and sorrow itnposed by the death (Clark & Goldney, 1995).
Placing blame on others and the subjective experience of being blamed have a strong
correlation with prolonged grief in suicide survivors (Brent, Melhe1n, Donohoe, &
Walker, 2009; Kristensen et al., 2012; Melhe1n, Moritz, Walker, Shear, & Brent, 2007).
Denial frequently co-occurs with the experience of guilt in survivors of suicide.
According to Lester (2004), survivors are prone to deny the existence of any warning
signs displayed prior to the suicide. Survivors 1nay have overlooked or ignored the cues,
or failed to take apparent warnings seriously, thus inducing denial as a defense
tnechanistn, post-death (Lester, 2004). Survivors 1nay additionally deny their
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responsibility in the death (Lester, 2004 ), or even deny the fact that the death was
attributable to suicide at all (Clark & Goldney, 1995).
Given the etnotional chaos of anger, shock, and guilt that 1nay occur subsequent
to a suicide death, as well as the opinion that suicide is a preventable occurrence, the
pervasive question of "why" often represents the grief response of survivors (Cleiren,
1992; Mitchell et al., 2004; Parrish & Tunkle, 2005; Van Dongen, 1990). A survivor of
suicide is often on a perpetual quest not only to identify and to understand the reason why
the loved one has ended his or her life (Cleiren, 1992; Sakinofsky, 2007), but also to
grasp the loved one's emotional state prior to death (Clark & Goldney, 1995).

Rejection/Abandonment, Anger. Guilt, blame, denial, and the looming question
about the reasons

~tvhy

constitute only a few of the considerable negative feelings

potentially experienced in the wake of a suicide death. The suicide bereaved com1nonly
repmi experiencing feelings of rejection or abandomnent by the deceased, and also
intense anger in the wake ofthe death (De Groot et al., 2006; Jordan, 2001; Kristensen et
al., 2012; McMenamy, et al., 2008; Sakinofsky, 2007; Schneider et al., 2011a; Sveen &
Walby, 2008).
Suicide survivors often believe that they have been rejected or abandoned by the
deceased (Clark & Goldney, 1995; Clark, 2001). The act of suicide violates the
relationship bond of trust because survivor 1nay feel that the deceased 1nade a conscious
decision to leave the survivor behind. The death is often perceived as a deception, and a
choice to reject the survivor through not choosing to live (Clark & Goldney, 1995).
Furthennore, survivors 1nay feel rejected as caretakers and helpers because the deceased
chose not to seek their help in a titne of distress (Clark & Goldney, 1995). Research

PERCEIVED RELATIONSHIP QUALITY, GUILT, & SUICIDE SURVIVORS

20

indicates that loneliness experienced by the suicide bereaved is substantially greater than
that of those bereaved by natural death (DeGroot et al., 2006; Mitchell et al., 2009),
particularly amongst those who do not receive professional support (Schneider et al.,
2011 b), with the possibility of intense loneliness spanning several years (Clark &
Goldney, 1995). The loneliness and despair experienced by the bereaved tnay
experientially connect them to the suffering their loved one may have undergone prior to
death, only complicating their guilt at failing to intercede (Clark & Goldney, 1995).
Frequently, feelings of anger toward the deceased exacerbate an already potent
sense of abandorunent and rejection (Mitchell et al., 2004; Schneider et al., 2011 a; Van
Dongen, 1990; Wilson & Marshall, 201 0). Suicide survivors may harbor anger at the
deceased for having left them behind (De Groot et al., 2010), a sentiment that may
potentially be shared by those bereaved by other fonns of death. However, an experience
unique to suicide survivors is the perception that the act was vengeful or tnalicious (Clark
& Goldney, 1995). Survivors are often of the opinion that their grief experiences are

different and more painful than that of other grievers, and tnany oscillate between
forgiveness and anger for extended periods after the death (Clark & Goldney, 1995).

PTSD, Depression, Anxiety, Suicide. The death of a loved one by suicide can be
a stressful and tmnultuous time, with tnany survivors experiencing exceptional distress
during the grieving process (McMenatny et al. , 2008; Mitchell et al. , 2004). Research
indicates that unexpected, sudden, or violent loss can inspire an interaction between grief
and posttraumatic stress, with suicide being one of the tnost cmnmon precursors to
posttraun1atic stress disorder (PTSD) (Breslau et al. , 1998; Kristensen et al., 2012;
Raphael, 1997; Van An1eringen, Mancini, Patterson, & Boyle, 2008). Additionally,
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levels of neuroticis1n and reported depression are significantly higher than those found in
the naturally bereaved (DeGroot et al. , 2006; Schneider et al. , 2011 a). Rapid and
substantial changes in tnood are cmntnon to survivors, with elevations smnetin1es
attributable to relief that the source of distress had dissolved, or to the recognition of
coping abilities (Clark & Goldney, 1995). These tnood increases, however, are
con1monly overshadowed by the more prominent depressive sytnptomatology (Clark &
Goldney, 1995; Schneider et al., 2011a). An extensive array oftnental health sytnptmns
and psychiatric disorders are frequently reported, with posttraumatic stress, depression,
and anxiety being cmnmon to the bereaved subs-e quent to sudden and violent losses
(Barry, Kasl, & Prigerson, 2002; Kristensen et al. , 2012; McMenan1y et al. , 2008;
Mitchell et al. , 2004).
An individual who is bereaved by suicide is at heightened risk not only for the
aforementioned tnental health difficulties, but also for suicide ideation and behavior
(Clark & Goldney, 1995; Schneider et al., 2011 b). Research indicates that approximately
one quarter of survivors experience suicidal ideation (McMenamy et al., 2008);
furthen11ore, fatnily 1ne1nbers are at a twofold risk of cmnpleting suicide thetnselves (Qin,
Agerbo, & Mortensen, 2005). Guilt, a newfound doubt, and inner-tunnoil only
cmnplicate the bereavetnent process, causing survivors to struggle in resolving their own
difficulties, and, often, they develop ambivalence towards living or dying (Clark &
Goldney, 1995 ; Kristensen et al. , 2012 ; Schneider et al. , 2011 b; Shneidman, 1996).

Behavioral and Social Responses to Suicide Death. Research indicates that
bereavetnent subsequent to suicide death predisposes individuals to behavioral and social
sequalae unique to survivorship, as well as to tnoderate to high levels of itnpainnent in
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daily functioning (McMenamy et al. , 2008). Suicide death commonly has an extremely
detrin1ental in1pact on family and social relationships (Cerel et al. , 2008 ; McMenmny et
al. , 2008), with social supp011 being identified as a critical factor in reducing
psychological difficulties, and affecting overall outcomes during bereaven1ent (Hibberd,
et al. , 2010; Kristensen et al. , 2012; Wilson & Marshall, 2010). Unfortunately, in many
cases suicide survivors receive significantly less e1notional support, and concmnitantly
present as unlikely to seek support from their social networks (Gilewski, Farberow,
Gallagher, & Thmnpson, 1991; Mitchell et al. , 2009).
Cmnmunication difficulties often arise because survivors struggle to discuss the
suicide, and they then experience confusion and anguish when faced with handling
questions pertaining to the death (Cerel et al., 2008; McMenmny et al., 2008). This often
leads to the develop1nent of secrecy regarding the cause of death, or the distortion of
cmn1nunication when issues ofblame arise (Cerel et al. , 2008). When breakdowns in
communication and failures of the support system occur, the survivor transitions further
into isolation, ultimately left to manage any psychological difficulties independently
(Mitchell et al., 2009).
Difficulties in adjustment subsequent to suicide loss are thought to be correlated
with the degree of social isolation experienced by the survivor (Dyregrov, Nordanger, &
Dyregrov, 2003; Kristensen et al. , 2012). Changes in socialization are conunon (Mitchell
et al. , 2004; Van Dongen, 1990), with survivors withdrawing frmn social networks due to
feelings of shame or perceived stign1a (Sakinofsky, 2007). In light of this withdrawal,
those who are bereaved as a result of suicides have reported experiences that involve
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feelings of loneliness that are greater than the feelings experienced by those bereaved by
other causes of death (De Groot et al., 2006; Mitchell et al., 2009).
Stigma

Goffman's (1963) classic sociological explanation of stigina describes "a deeply
discrediting attribute" (p. 3), and "an undesired differentness from what we had
anticipated" (p. 5), which ditninishes an individual "frmn a whole and usual person to a
tainted and discounted one" (p. 3) (Feigehnan et al., 2009; Pryor, Reeder, & Monroe,
2012). Stigma is "manifested by bias, distrust, stereotyping, fear, e1nbanassment, and/or
avoidance" (US Depart1nent of Health and Human Services [USD- HHS], p. 18, 1999).
Compared with nonnal bereavement, one of the distinguishing ele1nents of
suicide bereavetnent is the stigiTia suffered by survivors (Cvinar, 2005; Dyregrov, 2011;
Feigehnan et al., 2009). Suicide is prone to stiginatize both the deceased and the
survivors, spreading the negative association to families, friends, and even acquaintances
(Cvinar, 2005; Goffman, 1963; Pryor et al., 2012; Tall et al., 2008). This stig111atization
likely cmnpounds the already difficult bereavement process (Cvinar, 2005; Tall et al.,
2008).
Historically, the stigmatic condetnnation both of deceased and of survivors was
attributable to suicide incorporating not only psychosocial eletnents, but also religious
and legal aspects (Cvinar, 2005; Dunne et al, 1987; Panish & Tunkle, 2005). Suicide
was a violation of the teachings of the church and was often associated with an evil
power; it was judicially illegal, negatively associated with 1nental illness, and perceived
as a contamination within the fmnily (Clark & Goldney, 1995). Presently, individuals
who die by suicide continue to be viewed as weak, selfish, sinful, cowardly, and
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blatnewmihy (Sand, Gordon, & Breslin, 20 12), allowing for 1nany of the historical
prejudices to be canied forward.
Disapproval, Blame. Contributing significantly to the negative perception of
suicide survivors (Cvinar, 2005; Jordan, 2001) is the likelihood that 1nany individuals
experience reflexive, i1nplicit, emotional reactions regarding a stig1natized circumstance,
quality, or person (Pryor et al. , 2012). These reactions are typically rapid and relatively
effortless (Pryor et al. , 20 12), and in the case of suicide, incorporate uncertainty
regarding the death (Cerel et al. , 2008; Sand et al., 2012).
Stigmatization and negative attitudes towards 1nental illness are prevalent in
society (Ostman & Kjellin, 2002; Link, Cullen, Frank, & Wozniak, 1987), leading to
discrimination and rejection that often extends beyond the individuals with 1nental illness
to their relatives and friends (Holland, 20 12; Mehta & Farina, 1988). More than 90
percent of individuals who die by suicide have a diagnosable In ental illness at the time of
their deaths (National Alliance on Mental Illness, 2013); it predisposes survivors not only
to increased stigmatization, but also to the societal perception that suicide is the result of
an individual or family failing to remedy a psychological difficulty (Cvinar, 2005). This
triggers disapproval and scorn towards survivors; the ultimate consequence is the affixing
ofblatne, and the further complication ofbereaven1ent (Cvinar, 2005; Feigehnan et al. ,
2009; Sand et al. , 2012; Sveen & Walby, 2008; Van Dongen, 1991).
Negative Responses, Lack of Support, Isolation. Unlike the more i1nplicit and
emotional responses to suicide, persons often 1nake an effortful, conscious detennination
to react negatively towards a stigmatized individual (Crandall & Eshlen1an, 2003;
Gawronski & Bodenhausen, 2006; Pryor et al. , 20 12). These stig1natic reactions 1nanifest
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either as overt or as mnitted behaviors towards survivors, and although typically subtle
(Feigelman et al., 2009), are controllable, deliberate, and voluntarily perfonned (Pryor et
al., 20 12). The avoidance of all conversation about the deceased, and a lack of interest in
the wellbeing of the survivor are con1mon 1nanifestations of stigtna by mnission, whereas
unhelpful or hannful advice, intentionally hurtful cmmnents, and isolation/shunning of
survivors are 1nore overt stigtnatic behaviors encountered (Feigelman et al., 2009).
Findings suggest that encountering unhelpfulness, abandonment, and indifference when
there is an expectation of assistance, support, and etnpathy greatly exacerbates the
grieving process of survivors (Feigehnan et al., 2009; Neimeyer & Jordan, 2002).
Shame and Concealment by Survivors. "There is considerable evidence that

survivors feel n1ore isolated and stigmatized than other 1noumers", (Jordan, p. 93, 2001),
and are viewed more negatively in comparison with those 1nouming alternative types of
death (Allen, Calhoun, Cann, & Tedeschi, 1993; Reynolds & Citnbolic, 1988; Jordan, p.
93, 2001; Sand et al., 2012). Survivors experience rejection, shame, and guilt that
parallels their stigma experience (Clark & Goldney, 1995; Dyregrov, 2011), often
preventing them from revealing the cause of death, or leading them to conceal the suicide
(Clark & Goldney, 1995; Dyregrov, 2011 ). This deception by the survivors will
cyclically prevent the receipt of social support or assistance as they grieve (DeGroot et
al., 2006; Dyregrov, 2011).
Self-Stigmatization. Generally, research has den1onstrated the existence of two

forms of stigtna: stigtna endorsed by the public (mentioned previously), and self-stign1a
(Conigan, 2004; Vogel, Bit1nan, Hmnmer, & Wade, 2013). In self-stigtna, individuals
internalize the negative attitudes and stereotypes of society, generating decreases in self-
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worth and opinions ofthetnselves as unacceptable (Conigan & Shapiro, 2010; Vogel,
Wade, & Hackler, 2007; Vogel et al., 2013). Self-stigma may Inanifest as increased
depression (Manos, Rusch, Kanter, & Clifford, 2009), decreased self-esteen1 (Link &
Phelan, 2001 ), shame, and social withdrawal (Kranke, Floersch, Kranke, & Munson,
2011 ). Survivors' awareness of the stigina so cmntnonly associated with suicide death,
or their inconect beliefs that they are being stigtnatized may prmnpt engagetnent in selfstigmatization (Cvinar, 2005; Dunn & Morish-Vidners, 1988; Feigehnan et al., 2009).
This expectation of societal condetnnation causes survivors to perceive others as
judginental or benevolent, which in tum leads thetn to engage in withdrawal behaviors, or
actions actually eliciting avoidance fron1 others (Cerel et al., 2008; Feigehnan et al.,
2009; Sand et al., 2012). The degree to which stigtna is actual or perceived is unclear
(Sand et al., 2012; Sveen & Walby, 2008); nonetheless, the insufficient support received
can be very real.
Proximity to the Deceased (Kinship) and Corresponding Grief Reactions

Although countless individuals tnay feel the devastating effects of suicide,
research suggests that the degree of kinship to the deceased is tnost instrmnental in
detennining bereavement outcmnes (Cleiren et al., 1994; Schneider et al., 2011 b).
Closely related, first degree fatnily relationships (parents, spouses, children, siblings)
have been found to be conelated with a higher level of psychological itnpainnent and
reduced quality of life, con1pared with tnore distant associations (aunts, uncles, nieces,
nephews, friends, coworkers, etc.) (Mitchell et al., 2004; Mitchell et al., 2009). Depressed
mood, guilt, and anger are recunent sytnptmns suffered by closely related survivors; this
is often compounded by confusion and a yearning for the deceased (Panish & Tunkle,
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2005; Schneider et al., 2011 b). Close kinship predisposes individuals to experience
complicated grief reactions (Kristensen et al., 2012; Latham & Prigerson, 2004; Mitchell
et al., 2004; Mitchell et al., 2009); proxi1nity is responsible for a nearly twofold increase
in the level of cmnplicated grief cmnpared with that of In ore distant survivors (Lobb et
al., 201 0; Mitchell et al., 2004; Tall et al., 2008). Furthennore, as previously mentioned,
family Inetnbers of an individual who died by suicide are at increased risk for suicidal
ideation and behaviors, and completed suicide (De Groot et al., 201 0; Goodwin,
Beautrais, & Fergusson, 2004; Latham & Prigerson, 2004; Mitchell et al., 2005; Qin et
al., 2002; Runeson & Asberg, 2003).
Complicating the already tumultuous interpersonal struggle experienced by
closely related fmnily 1nembers is the fact that "suicide often has a distinctive impact on
fmnily syste1ns" (DeGroot et al., p. 419, 2006). Bereave1nent is especially complicated
within fan1ilies who formerly perceived thetnselves as functioning well, and who
therefore are shocked by the suicide death (Clark, 2001 ). However, disrupted or strained
fmnilies 1nay experience equally intense difficulties because the suicide cmnpounds the
already underlying problems (Clark, 2001). Regardless of the premorbid fmnily
relationships, variations in coping styles and newfound distuption within the fan1ily
inspire enonnously greater conflict mnongst suicide survivors than among those bereaved
by other causes (DeGroot et al., 2006; Jordan, 2001).
Suicide bereave1nent for families is uniquely characterized by questions
concerning the reasons why, sttuggles with guilt or remorse, stign1a, and 1nultiple legal
and logistical issues, which greatly in1pact the n1easures taken subsequent to the death
(Parrish & Tunkle, 2005). Closely related fmnily Inetnbers are responsible for deciding
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what infonnation to reveal and to whmn to reveal it; whether to forgive the deceased or to
forgive themselves for the suicide death; if the funeral will be public or private; how to
1nanage intrusion by the police appropriately, and how to process any avoidance that 1nay
arise frmn other fmnily 1ne1nbers or friends (Clark, 2001; Panish & Tunkle, 2005). This
distinctiveness ofbereave1nent probably cmnplicates the process fu1iher, and 1nay result
in loneliness and isolation (Panish & Tunkle, 2005).
It appears as though many kinship grief responses are dependent upon the

circmnstances sunounding the suicide death and upon the receipt of mental health
support; it is si1nilar to the situation in which the length of ti1ne passed since the death
often conelates with a reduction in the disturbance of everyday life (Schneider et al.,
2011 b). Those who are exposed to the dead body of their loved one are at particularly
high risk for debilitating grief responses, because the traumatic event makes the survivor
a victi1n (Russell, 2005).
Suicide Bereaved Parents. Research suggests that the emotional response to

suicide death differs between kinship groups, with parents presun1ably being the most
strongly i1npacted by the loss (Schneider et al. , 2011 b; Tall et al., 2008). A child's
suicide is perceived as the ultimate rejection, and consequently indicative of parents'
failure to perfonn their inherent responsibility of nurturing and protecting their child
(Calhoun & Allen, 1991; Parrish & Tunkle, 2005). This sense of failure and the
responsibility for the child often conesponds with the characteristic grief reactions of
guilt and self-blmne (Clark & Goldney, 1995; Mitchell et al., 2004; Mitchell et al., 2009;
Reed & Greenwald, 1991; Schneider et al., 2011 b). The death of a child is considered to
be unnatural (Schneider et al. , 2011 b). Parents' guilt experiences are often cmnpounded
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not only by the perception of the suicide death as a preventable occunence (Clark &
Goldney, 1995; Panish & Tunkle, 2005), but also by the decrease in the emotional
closeness between fmnily tnetnbers (Cerel et al. , 2008), and I or the intense shmne
associated with social stigma experienced (Panish & Tunkle, 2005; Reed and Greenwald,
1991; Sakinofsky, 2007).
In addition to the overwhehning sense of responsibility and guilt, parents
bereaved by suicide loss have been shown to be at greater risk for the etnotional reactions
of depression, sonow, lack of energy and powerlessness than are alternative groups of
survivors (Schneider et al., 2011 b; Tall et al., 2008). These emotions have been reported
to occur so frequently and strongly that they disturb everyday life (Schneider et al.,
2011 b), often for 1nany 1nonths subsequent to the loss (Sakinofsky, 2007). Mothers have
been shown to be at a particularly heightened risk for prolonged and severe depression,
and increased 1nortality (Mitchell et al. , 2004; Sakinofsky, 2007; Schneider et al. , 2011 b;
Tall et al., 2008), especially c01npared with fathers , who com1nonly present as 1nore
itnpassive after losing a child to suicide (PmTish & Tunkle, 2005).
Suicide Bereaved Spouses. Sitnilar to the negative grief responses experienced

by parents, spouses have demonstrated 1nore intense etnotional bereavement reactions to
suicide loss compared with alternative kinship groups (Schneider et al., 2011 b; Tall et al.,
2008). Spouses bereaved through suicide are tnore susceptible to developing depression
and c01nplicated grief (Brent et al., 1993, Brent, Moritz, Bridge, Perper, & Canobbio,
1996; Clark, 2001; Mitchell et al., 2004; Schneider et al. , 2011 b), and tend to experience
1nore feelings of anger and abandom11ent (Tall et al., 2008). Furthen11ore, won1en
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grieving a husband's suicide death are prone to experience blmne from their fmnilies, as
well as elevations in guilt (Cerel et al., 2008).
Suicide bereaved spouses are tnore susceptible to suffering frmn energy depletion
and lethargy (Schneider et al., 2011 b). It is theorized that this low energy level may in
pmi be due to spouses' thwmied expectations that their partners will support them
through difficulties; it tnay additionally be a sytnptmn presentation of the aforetnentioned
depression or cmnplicated grief (Prigerson et al., 1995; Schneider et al., 2011 b).
Additionally, research suggests that close and satisfying marital relationships predispose
widowed survivors to poorer health and tnore negative grief reactions (Mitchell et al.,
2004; Prigerson et al., 1997; Prigerson, Maciejewski, & Rosenbeck, 2000).

Suicide Bereaved Children and Adolescents (sons, daughters, siblings).
Generally, child and adolescent survivors of parent or sibling suicide tnay be at increased
risk for negative mental health outcmnes such as mood and anxiety disorders,
posttramnatic stress, complicated grief, and increased sytnptoms of sadness, depression,
anger, guilt, etnotional distress, and shame (Cerel & Robetis, 2005; Cerel et al., 2008;
Mitchell et al., 2004; Sakinofsky, 2007; Shepherd & Barraclough, 1976). More
specifically, shmne has been found to be a pritnary grief reaction for children bereaved by
a parent's suicide death (Sakinofsky, 2007), whereas those bereaved by a sibling suicide
are at a drmnatically increased risk of depression (Brent et al., 1993; Brent et al., 1996;
Clark, 2001), and feelings of inadequacy (Parrish & Tunkle, 2005).
In cases of suicide-bereaved children and adolescents, functional difficulties are
often experienced along with negative tnental health outcmnes. Children and adolescents
are less likely to experience relief or acceptance after a suicide death, and grief reactions
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frequently manifest as withdrawn or aggressive behaviors, interpersonal social
difficulties, or acadetnic probletns (Cerel & Roberts, 2005; Cerel et al., 2008). Problen1
behaviors such as drug and alcohol abuse are cmnn1on, and adolescents are prone to
exhibit tnore suicidal ideation and behaviors than those bereaved by natural death (Cerel
& Roberts, 2005; Cerel et al., 2008). Negative physical outcomes 1nay also present in

children and adolescents as physiological changes, the onset of illness, or intensification
of disease (Cerel, Fristad, Weller, & Weller, 1999; Cerel et al., 2008).
According to Cerel and colleagues (2008), it is notable that detnographic
variables, circmnstances surrounding the death, pre- and post-morbid family dynmnics,
social and cmntnunity support, and the receipt of In ental health services function as
potential prognosticators or n1ediators of bereavement outcmnes for children and
adolescents.

Distant Associations with the Deceased and Corresponding Grief Reactions
Although closely related survivors are typically considered to suffer from more
intense grief reactions, those considered to be distant relations (distant relatives, friends,
health professionals, coworkers) are additionally predisposed to suffer etnotional
in1pain11ent and quality of life difficulties (Mitchell et al., 2009; Parrish & Tunkle, 2005).
The majority of individuals identifying as having known someone who died by suicide
indicate that their loss was of a friend (Cerel, Padgett, Conwell, & Reed, 2009;
Sakinofsky, 2007 ; Terhost & Mitchell, 2012), with as 1nany as half reporting that they
were significantly itnpacted by the death (Cerel et al., 2013). Furthennore, as many as
40% of coworkers and 25% of neighbors having lost someone to suicide indicated
significant difficulties subsequent to the loss (Cerel et al. , 20 13). This substantiates the
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idea that survivor identification is not litnited to kinship (Cerel et al., 20 13), and
furthennore that the postmmiem needs of non-relative survivors are also great (Wilson &
Marshall, 2010).

Friends and Peers. Subsequent to the initial etnotional state of shock, friends and
peers of the suicide deceased are prone to experience nmnerous, powerful grief reactions
(Parrish & Tunkle, 2005; Schneider et al., 2011 b). Difficulties with intense grief, anger,
loss of energy, feelings of abandomnent, cognitive distortions, itnpaired judgment, and a
yearning for the deceased are common bereavement tnanifestations (Latnb & DunneMaxim, 1987; Parrish & Tunkle, 2005; Schneider et al., 2011 b), and many reactions
endure long-tenn (Sakinofsky, 2007). Survivors strive to understand or find tneaning in
the death, and to cmnprehend not only the decision to die, but also the reason why their
friend did not reach out to them before taking his or her life (Bartik, Maple, Edwards, &
Kiernan, 2013).
Often compounding these e1notional presentations within friends and peers of the
decedent is the issue of guilt (Bartik et al., 2013; Lmnb & Dunne-Maxim, 1987; Parrish
& Tunkle, 2005; Schneider et al., 2011b). Survivors frequently struggle with not having
recognized a friend's iinininent intention to end his or her life, or having not been more
available for suppmi (Bartik et al., 20 13). Guilt is particularly powerful in instances
involving rejection or ostracism, or following a history of suicidal threats or behaviors
(Latnb & Dunne-Maxim, 1987; Parrish & Tunkle, 2005).
Generally, these negative grief reactions may detri1nentally itnpact a survivor's
ability to engage in healthy future friendships, or 1nay trigger risky coping behaviors such
as alcohol and drug use, sexual prmniscuity, and self-hann (Bmiik et al., 20 13).
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However, dependent upon the age of the survivor, "age-related inexperience and
etnotions" (p. 94) may exacerbate an already tumultuous grieving process (Panish &
Tunkle, 2005). Suicide bereaved adolescent peers n1ay experience prolonged grieving,
composed of depressive sytnptoms, eating or sleep disturbances, and morbid cognitive
disturbances such as a fixation with death or a sense of foreshortened futures (Clark,
2001; Dunne et al., 1987; Panish & Tunkle, 2005). Behavioral manifestations such as
acadetnic difficulties, truancy, and substance abuse are also comtnon (Dunne et al., 1987;
Panish & Tunkle, 2005). Of particular concern is that adolescent survivors have been
found to be up to five times more liable to experience suicidal ideation than peers
grieving a natural loss (Aquine & Slater, 201 0), thus raising apprehensions about the
possibility of "cluster" or itnitation suicides (Parrish & Tunkle, 2005; Tousignant, 1995).
It is possible that these negative emotional manifestations in adolescent peer survivors

may in part be "related to lack of recognition of the depth of the effect of a peer's suicide
on adolescents and the consequent lack of etnotional suppmi provided" (Clark, p. 104,
2001).

Professionals. Therapists and mental health professionals involved in the care of
a patient who dies by suicide are susceptible to intense, sometimes vivid, etnotional
reactions including shock, grief, depression, severe distress, guilt, anger, and a sense of
loss (Clark, 2001; Hendin, Lipschitz, Maltsberger, Pollonger Haas, & Wynecoop, 2000;
Hendin, Haas, & Maltsberger, 2004; Litman, 1965; Sakinofsky, 2007; Wurst et al., 2010).
They often feel betrayed by the deceased, with grief reactions manifesting as shame and
inadequacy at their inability to prevent the death (Hendin et al., 2000; Sakinofsky, 2007;
Wurst et al., 201 0). A prominent concern for helping professionals is the fact that they
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1nay be blan1ed for the death and 1nay be subjected to a datnaged reputation, or future
malpractice litigation (Clark, 2001; Hen din et al., 2000; Hen din et al. , 2004; Sakinofsky,
2007; Wurst et al. , 2010)
Helping professionals, regardless of age and gender, commonly feel a sense of
personal and professional failure (Clark, 2001 ), self-doubt pertaining to their professional
abilities, and subsequent loss of self-estee1n (Sakinofsky, 2007; Wurst et al., 201 0). The
effects of a client suicide on a helping professional may be severely distressing and
enduring, with a fraction suffering depressive and posttraumatic symptmns for an
extended period of tin1e after the death and may precipitate the withdrawal frmn fatnily,
friends, and colleagues (Clark, 2001; Sakinofsky, 2007).

Perceived Relationship Quality and Corresponding Grief Reactions
The 1najority of bereavement studies exatnine the effects of suicide on various
groups of closely related kin (parent, spouse, sibling, child) (Andriessen, 2009; Cerel et
al. , 2008; Reed & Greenwald, 1991 ), with research into the parental experience being
most prevalent (Bartik et al. , 2013; Dyregrov et al. 2011). Despite the fact that suicide
intensely in1pacts a 1nultitude of survivors beyond the immediate fatnily (Cerel et al.,
20 13), research rarely investigates the e1notional experiences of In ore distant
relationships not typically considered at risk for detri1nental bereave1nent outcmnes
(distant relatives, friends, peers, health professionals, coworkers) (Bartik et al., 2013 ).
Mere exposure to suicide does not constitute survivorship. Therefore, the quality
(emotional attaclunent I psychological closeness) of the pre-Inmiein relationship between
the survivor and the decedent is an in1perative consideration when investigating
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bereave1nent outcomes (Andriessen, 2009; Chapn1an, 2007; Mcintosh, 2003; Mitchell et
al., 2009).
The severity of the bereave1nent outcmne appears to be conelated with the
perceived attachment, closeness, and quality of the pre-1norte1n relationship between the
survivor and the deceased (Andriessen, 2009; Bartik et al., 2013; Berman, 2011; Cerel et
al., 2013; Chaptnan, 2007; Clark & Goldney, 2000; Grad, 1996; Reed & Greenwald,
1991; Schneider et al., 2011 b; Tall et al., 2008). Attachment is the frequency and
intensity of emotional closeness expressed between the survivor and the deceased; this is
theorized to be more predictive of differences in the severity of bereavement outcmnes
than kinship status (Mitchell et al., 2004; Reed & Greenwald, 1991 ). The perception of a
close pre-1nortem relationship predisposes survivors to cmnplicated bereaven1ent
responses such as shock, recurrent depression, con1plicated grief, 1nental preoccupation,
and guilt (Andries sen, 2009; Bartik et al., 2013; Brent et al., 1994; Lobb et al., 201 0;
Mitchell et al., 2004; Reed & Greenwald, 1991).
Resources for Survivors
Subsequent to a suicide loss, survivors experience psychological, physical, social,
and spiritual life deficiencies (Andriessen, 2009; Clark, 2001; Clark & Goldney, 2000;
Dyregrov, 2002; Grad, 1996; Grad, 2005; Grad, Clark, Dyregrov, & Andriessen, 2004;
Provini et al., 2000). Although survivors 1nay cope internally, or 1nay have the assistance
of family or friends, 1nany are often in need of, and would benefit frmn, professional
assistance in the postmorte1n period (Calhoun & Allen, 1991; DeGroot et al., 2006; Grad,
1996; Mitchell et al., 2009; Van Dongen, 1991 ). "Postventions are those activities
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developed by, with, or for suicide survivors, in order to facilitate recovery after suicide,
and to prevent adverse outcmnes including suicidal behavior" (Andriessen, 2009, p.43).
Cmnmon resources available to survivors include in- person and online support
groups, counseling and nmnerous psychotherapies, survivor organizations, publications,
and advocacy oppmiunities (Andriessen, Beautrais, Grad, Brockmann, & Sitnkin, 2007;
Suicide Prevention Resource Center, 2006). Research suggests that support groups are
beneficial for survivors generally (Jordan and McMenamy, 2004), whereas
psychotherapy is efficacious with survivors who demonstrate more acute psychological
difficulties (Andriessen, 2009; Shear, Frank, Houck, & Reynolds, 2005). Nonetheless,
the effectiveness is dependent upon the unique needs of each survivor because each
survivor needs to discover his or her own method of coping with the loss (Andriessen et
al., 2007).
Unfortunately, it appears as though only a s1nall percentage of survivors are in the
receipt of services after a suicide death (Andriessen and Farberow, 2002); approximately
25% receive therapy or attend a suppmi group in countries in which these services are
available (Andriessen, 2009; Dyregrov, 2002; Provini et al., 2000; Saarinen, Viinmnaki,
Hintild(a, Lehtonen, & Lonnqvist, 1999). Stigtnatization adds further complication, due
to the fact that in societies in which suicide retnains stigmatized, the bereaved will likely
conceal the loss and not receive the needed support (Dyregrov, 2011 ).
The proxi1nity of one's relationship to an individual who dies by suicide has been
found to severely affect all aspects of functioning in suicide survivors. Guilt has
additionally been found to i1npact overall functioning. A better understanding of the
cmnplicated grief reactions, perceived level of stigtna, and overall quality of life of those
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considered e1notionally and psychologically close to the deceased, as well as an
evaluation of the i1npact of survivors' guilt experiences, n1ay lead to additional suppmis
and resources being provided to an apparent and vastly overlooked and underserved
population of suicide survivors.
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Chapter 3: Hypotheses
Overview

Mere exposure to suicide does not constitute survivorship. Therefore, the relationship

quality, or strength of etnotional attachtnent of the pre-1nortem relationship between the
survivor and the decedent is an in1perative consideration when investigating bereavetnent
outcmnes (Andriessen, 2009; Chapman, 2007; Mcintosh, 2003; Mitchell et al., 2009;
Tall, et al., 2008). Attachtnent is the frequency and intensity of etnotional closeness
expressed between the survivor and the deceased, and is theorized to be more predictive
of differences in th~ severity of bereavement outcmnes than kinship status (Mitchell et
al., 2004; Reed & Greenwald, 1991 ).
The severity of the bereavement outcmne appears to be correlated with the perceived
attachtnent, closeness, and quality of the pre-tnortetn relationship between the survivor
and the deceased (Andriessen, 2009; Bartik et al., 2013; Bennan, 2011; Cerel et al., 2013;
Chaptnan, 2007; Clark & Goldney, 2000; Grad, 1996; Reed and Greenwald, 1991;
Schneider et al., 2011; Tall et al. , 2007). The perception of a close pre-morte1n
relationship predisposes survivors to cmnplicated bereavetnent responses such as shock,
recunent depression, cmnplicated grief, mental preoccupation, and guilt (Andriessen,
2009; Bmiik et al., 2013; Brent et al., 1994; Lobb et al., 201 0; Mitchell et al., 2004; Reed
& Greenwald, 1991 ).

Research Questions

Does the quality (etnotional attachment, level of psychological closeness) of the
pre-n1orte1n relationship between the suicide victitn and the suicide survivor (not sitnply
the proximity) influence the degree or type of grief reactions in suicide survivors? Does
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the mnount of guilt experienced subsequent to a suicide death further affect the severity
of grief reactions?
Research Hypotheses

Based on the preceding statetnent, it is hypothesized that individuals (survivors) who
differ on perceived levels of etnotional attachtnent I psychological closeness (as
operationalized by the Uniditnensional Relationship Closeness Scale) to the suicide
victitn, and also on the mnount of guilt (as operationalized by the Trauma-Related Guilt
Inventory) experienced after the losses, will have significantly different levels of
complicated grief (as operationalized by the Complicated Grief Inventory), stigtna
experienced (as operationalized by a composite stigmatization scale), and overall quality
of life (as operationalized by the World Health Organization Quality of Life Instrumentshort).

Hl: There will be a significant interaction effect between etnotional attachment I
psychological closeness to the suicide victitn and guilt such that the impact of emotional
closeness on the dependent variables will be dependent upon the level of guilt.
Specifically, for the dependent variables of quality of life and stigtna, there tnight be an
interaction effect because even for lower levels of attachtnent I psychological closeness,
but high levels of guilt, scores on stigtna and quality of life will be sitnilar or in excess of
the scores of individuals who identified as close I attached to the person who died by
suicide. This interaction effect is not expected for the dependent variable of cmnplicated
grief.
H2: There will be a sigt1ificant main effect between etnotional attachment I

psychological closeness to the suicide victim on the dependent variables of grief, stigma,
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and quality of life. Individuals (survivors) who report high levels of psychological
closeness, as cmnpared with lower levels of closeness, will endorse significantly higher
levels of cmnplicated grief and stig1na, and lower quality of life.
H3: There will be a significant n1ain effect between guilt of the survivor and the
dependent variables of grief, stig1na, and quality of life. Individuals (survivors) who
report high levels of guilt, as compared with lower levels of guilt, will endorse
significantly higher levels of cmnplicated grief and stign1a and lower quality of life.
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Chapter 4: Methodology
Design

A cross-sectional quasi-experimental design was e1nployed; this was intended to
identify the relationship between the perceived closeness of participants to the suicide
deceased as well as the amount of guilt experienced, and the levels of cmnplicated grief,
stigma, and overall quality of life. Complicated grief, stigma, and quality of life were
operationalized by scores on the Inventory of Con1plicated Grief- Revised (ICG-R), a
cmnposite Stigtnatization Scale, and the World Health Organization Quality of Life
Instnnnent (shmi version) (WHOQOL-BREF), respectively. The Unidimensional
Relationship Closeness Scale (URCS) and the Trauma-Related Guilt Inventory (TRGI)
1neasured survivors' perceived closeness to the deceased, and atnount of guilt
experienced.
Participants

In total, 1285 participants were recruited through multiple recruitn1ent techniques.
The cunent study was posted to the Atnerican Foundation of Suicide Prevention (AFSP)
Facebook page, and etnail addresses were collected from participants at the annual Out of
the Darkness Overnight suicide walk held in Philadelphia in June of 2014. The etnail and
social n1edia techniques described the purpose of the study, and requested patiicipation
by those who had lost smneone to suicide. Special attention was given to data collection
effmis via social n1edia and snowball techniques in order to recruit study participants
who may not have sought support and/or help by affiliating with survivor or advocacy
organizations. Data were collected fron1 January through April of2015.
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The AFSP is the leading national not-for-profit organization exclusively dedicated
to understanding and preventing suicide through research, education and advocacy, and
also to reaching out to people with mental disorders and those impacted by suicide. This
organization, therefore, cmnprises esteetned scientists, dedicated survivors of suicide
loss, people with tnental disorders and their fan1ilies, and an expansive network of
business and community leaders. Despite the expansiveness of this organization, it
cannot be determined whether or not the current smnple of participants accurately
represents the greater survivor population.
Inclusion Criteria. Males and fetnales between and including the ages of 18 and

80, who are fluent in English, who self-identify as having personally known someone
who died by suicide, and who are not currently an inpatient in a hospital setting for
1nental health concerns were eligible for participation. The suicide death had to have
taken place a minitnmn of six tnonths prior to participation in the current study.
Exclusion Criteria. After these inclusion criteria had been tnet, some individuals

were excluded fron1 the study based upon tnissing data on the three dependent or two
predictor variables. On each of the individualtneasures used, the scale score was set to
missing if more than 20% of the constituent ite1ns were mnitted.
Measures
Inventory of Complicated Grief- Revised (ICG-R; Prigerson et al., 1999).

The Inventory of Complicated Grief- Revised is a revised version of the cmnprehensive
self-report measure designed to assess indicators of pathological grief. The 17-item
inventory consists of first-person statements concerning the i1nn1ediate bereavementrelated thoughts and behaviors of the client (Prigerson et al., 1995). Items address issues
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such as disbelief over the death, preoccupation with or longing for the deceased and
current inability to trust. The ICG-R consists of 15 questions with a 5-point Likert-scale,
a functional criterion, and a duration criterion of six tnonths (Prigerson et al., 1995).
Individuals must tneet the requirements listed in Appendix A to tneet the criteria for
complicated grief. Higher scores indicating more complicated grief sy1npton1s occurring
a tninimum of 6 months following a death are commonly indicative of complicated grief,
and constitute a risk for requiring clinical care (AP A, 20 14; Shear et al., 2005). The ICG
is reported to have very good internal consistency, with an alpha coefficient of .94, a testretest reliability of .80, convergent and criterion validity, and a well-validated clinical cut
point (APA, 2014; Prigerson et al., 1995; Prigerson et al., 1996; Prigerson & Jacobs,
2001).
Stigmatization Scale (Feigelman et al., 2009). Feigehnan and colleagues (2009)
developed a composite Stigtnatization scale, consisting of two 11-item subscales: (a)
family and social strain, (b) family and social han11 I help. For the purposes of the current
study, this scale, which originally investigated the stigtna experiences of parents after the
loss of a child to suicide, was generalized to suicide loss in general. The strain subscale
evaluated, after a suicide loss, whether or not relationships changed amongst any of 11
fmnily or social groups. Respondents chose from an1ong the following answers: not
applicable, remained the smne, became closer I stronger, becmne weaker I strained. Strain
subscale scores were totaled, and ranged fron1 0 to 11 (Feigeln1an et al. , 2009). The
fatnily and social hann I help subscale queried respondents' experiences with these smne
11 fmnily and social relationship groups, evaluating how hannful or helpful their
behaviors were after the loss. Respondents answered on a 5-point scale, frmn 1 (very
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han11ful) to 5 (very helpful). Responses of 1 and 2 are scored as hannful. Harm subscale
scores were totaled, and ranged fron1 0 to 11 (Feigehnan et al., 2009).
Trauma-Related Guilt Inventory (TRGI; Kubany et al., 1996). The Tramna-

Related Guilt Inventory is an event-focused n1easure of trauma-related guilt and
associated cognitions experienced by survivors of traumatic events. This 32-itetn
questionnaire investigates guilt defined as an "unpleasant feeling with an accompanying
belief (or beliefs) that one should have thought, felt, or acted differently" (Kubany et al.,
p. 429, 1996). Not all items were deemed applicable to suicide loss; therefore, only 21
questions were adtninistered in the current study. The TRGI consists of three scales
(Global Guilt, Distress, Guilt Cognitions), and three subscales (Hindsight-Bias I
Responsibility, Wrongdoing, Lack of Justification), with items scored on a 5-point Liketi
tneasuretnent (Kubany et al., 1996). Psychmnetric analyses indicate that the TRGI
demonstrates high intetnal consistency with an alpha coefficient of between .86 and .90,
and adequate test-retest reliability ranging from .73 and .86 for individual scales (Kubany
et al., 1996). The results of this scale were divided into high, n1oderate, and low levels of
perceived guilt for the statistical analysis.
Unidimensional Relationship Closeness Scale (URCS; Dibble, Levine, &
Park, 2011). The Uniditnensional Relationship Closeness Scale is a self-repmi tneasure

of the perceived closeness of social and personal relationships. The 12-itetn instrument
investigates relational closeness, defined as "the degree of affective, cognitive, and
behavioraltnutual dependence between two people, including the frequency of their
itnpact on one another and the strength of itnpact per occunence" (Dibble, Levine, &
Park, p. 565, 2012). URCS iten1s are accompanied by a 7-point Likert response set,
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ranging from 1 (strongly disagree) to 7 (strongly agree). Itetns are averaged to produce a
single overall closeness score, with lower values reflecting a lack of tneaningful
relationship closeness, and higher values indicating considerable relationship closeness
(Dibble et al., 2012). The URCS demonstrates strong psychmnetric propetiies, with
construct validity generalizing across relationship types, alpha coefficients ranging frmn
.92 to .99, and evidence of convergent and divergent validity (Dibble et al., 2012). The
results of this scale were divided into high, tnoderate, and low levels of perceived
etnotional closeness for the statistical analysis.
World Health Organization Quality of Life Instrument (WHOQOL-BREF
short; World Health Organization, 2004). The WHOQOL-BREF is a self-report

quality of life instrutnent measuring physical health, psychological health, social
relationships, and enviromnent. The 26-item instrument evaluates an individual's
perceptions in the context of his or her culture, value systems, personal goals, standards,
and concerns (WHO, 2015). Sixteen of the 26 itetns were utilized for the cunent study.
WHOQOL-BREF itetns are scored on four types of 5-point Likert scales designed and
tested to reflect intensity, capacity, frequency and evaluation (Skevington, Lofty, &
O'Connell, 2004). Items inquire 'how tnuch', 'how completely', how often', 'how good'
or 'how satisfied' the respondent felt in the previous 2 weeks. The scores are
transformed on a scale frmn 0 to 100 to enable comparisons to be made between dmnains
cmnposed of unequal nmnbers ofitetns (Skevington et al., 2004). Analyses ofitetn-total
conelations, internal consistency (Cronbach's a >0.7), construct validity through
confinnatory factor analysis (p < 0.0001), and discriminant validity, indicate that the
WHOQOL-BREF has good to excellent psychometric properties of reliability and
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performs well in prelitninary tests of validity (Skevington et al. , 2004). These results
indicate that overall, the WHOQOL-BREF is a sound, cross-culturally valid assesstnent
of QOL, as reflected by its four dmnains: physical, psychological, social and environn1ent
(Skevington et al., 2004).
Participant Information Questionnaire. Participants were asked to complete a

Participant Infonnation Questionnaire, which incorporated detnographics and suicidebased facts. The information collected included the participant's age, gender,
race/ethnicity, religious affiliation and practices, spirituality, tnental health difficulties
and treatment, relationship to the deceased, titne elapsed since suicide death, whether or
not the participant discovered the deceased's body or had experienced additional losses
by suicide.
Procedure

Several recruittnent techniques were utilized for this study. Etnail addresses were
collected frmn participants at the annual Out of the Darkness Overnight suicide walk held
in Philadelphia in June, 2014. The current study was posted on the Atnerican Foundation
of Suicide Prevention's Facebook page, requesting participation in a survey pertaining to
suicide survivors. Participants were also recruited via email and socialtnedia
snowballing techniques. The en1ail and socialtnedia techniques described the purpose of
the study, and requested participation by those who had lost someone to suicide.
Potential participants were then directed to the SurveyMonkey website, which
introduced the inclusion and exclusion criteria for the study, the risks and benefits
involved, and informed participants that information would be kept entirely anonytnous
and that they would be able to tenninate participation at any titne. If participants
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experienced 1nore than one suicide loss, they were requested to answer the survey
according to the relationship they considered the closest, regardless of time since the
death. The option was also offered to complete the survey more than once for multiple
losses.
The inventories were then ad1ninistered in the following sequence: ICG-R,
Stigmatization Scale, WHOQOL-BREF, URCS, TRGI. Testing was estimated to last
approxi1nately 15-20 minutes. Last, pmticipants completed a short participant
infonnation questionnaire, which included detnographic information and suicide-based
responses, indicating their relationships to the deceased, years and 1nonths since the
suicide, whether or not they discovered the body, and if they had experienced 1nore than
one loss. The cmnplete survey, including the participant infom1ation questionnaire,
totaled I 02 questions.
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Chapter 5: Results

Data were collected fron1 1285 individuals who identified as having lost someone
to suicide, and who tnet all inclusion criteria. Some participants did not complete the
tneasures fully; therefore, the subsequent data analyses was performed on the 1130
individuals who had non-missing data on the 3 dependent variables and 2 categorical
factors (predictors).
Demographic Information & Suicide Facts

Regarding demographic characteristics, the largest percentage of participants
were between the ages of26-35 (30.5%) or 36-45 (25.8o/o), fetnale (93.6%), Caucasian
(91.9%), considered themselves Christian/Catholic (61.3%) and spiritual (65.7%),
engaged in occasional fonnal worship (3 5.1% ), and reported having a history of mental
health difficulties or treattnent (60.14%).
The largest percentage of participants were either the parent (23 .9%) or sibling
(23. 7%) of the individual who died by suicide, with the loss having occurred 2-5 years
previously (29.9%). The majority did not discover the body of the deceased (82.3%).
Notable is the fact that the percentage of those who had experienced more than one
suicide loss (46.1 %) was almost equal to the percentage of those who had lost one
individual to suicide (53.9o/o). Cmnplete demographic characteristics and suicide facts are
described in Tables 1 and 2.
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Table 1

Demographic Characteristics
Variable

n

Sample Percentage

N

116
345
291
221
133
24

(10.27%)
(30.53%)
(25.75%)
(19.56o/o)
(11.77%)
(2.12%)

N=

1130

(5.85%)
66
1,057 (93.62%)
3
(0.27%)

N=

1,129

9
1,037
14
34
4
15
15

(0.80%)
(91.93%)
(1.24%)
(3.01 %)
(0.35%)
(1.33%)
(1.33%)

N=

1,128

677
30
1
2
13
49
252
81

(61.27%)
(2.71 %)
(0.09%)
(0.18%)
(1.18%)
(4.43%)
(22.81%)
(7.33%)

N=

1,105

203
392
328
195

(18.16%)
(35.06%)
(29.34%)
(17.44%)

N=

1,118

729
140
241

(65.68%)
(12.61 %)
(21.71 %)

N=

1,110

676
448

(60.14%)
(39.86%)

N=

1,124

Age

18-25
26-35
36-45
46-55
56-65
66-80
Gender
Male
Fetnale
Trans gender
Race I Ethnicity
African-American I Black
Caucasian I Non-Hispanic White
Asian-Atnerican I Pacific Islander
Latina-a I Hispanic
Atnerican Indian
Bi-Racial I Multiracial
Other
Religious Affiliation
Christianity I Catholicis1n
Judaism
Islmn
Hinduism
Buddhism
Atheis1n
I do not affiliate with any religion
Other
Engagetnent in Formal Worship
Regularly
Occasionally
Never
Not Applicable
Consider Self Spiritual
Yes
No
Someti1nes
Mental Health Difficulties I Treatment
Yes
No

so
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Suicide-Based Responses
Variable
Relationship to Deceased
Parent
Spouse
Boyfriend I Girlfriend I Partner
Child
Sibling
Uncle I Aunt I Cousin
Grandparent
Other Relative
Friend
Coworker I Colleague
Client I Patient I Provided Services
Other
Tin1e Passed Since Death
6 tnonths to 1 year
1 to 2 years
2 to 5 years
5 to 10 years
10 to 15 years
15 to 20 years
More than 20 years
Find/Discover the Body
Yes
No
Additional Losses to Suicide
Yes
No

n

Smnple Percentage

N

265
97
44
185
263
81
11
39
118
5
2
0

(23.87%)
(8.74%)
(3.96%)
(16.67%)
(23.69%)
(7.30%)
(0.99%)
(3.51%)
(10.63%)
(0.45%)
(0.18%)
(0.00%)

N=

1,110

91
157
337
271
121
75
76

(8.07%)
(13.92%)
(29.88%)
(24.02%)
(10.73%)
(6.65%)
(6.74%)

N=

1,128

198
920

(17.71 %)
(82.29%)

N=

1' 118

521
609

(46.11 %)
(53.89%)

N=

1,130

PERCEIVED RELATIONSHIP QUALITY, GUILT, & SUICIDE SURVIVORS

51

Summary Statistics (independent and dependent variables)

The summary statistics of the dependent variables are presented in Figures 1, 2,
and 3, which follow. As indicated in Figure 1, there was wide variability in the mnount of
cmnplicated grief experienced by individuals, with scores ranging fron1 16-80. The mean
complicated grief score was 43.17 (SD = 13 .65). As indicated in Figure 2, the quality of
life scaled scores ranged from 1.27-4.81, with a tnean of3.21(SD = 0.65). As indicated in
Figure 3, the total number of strained I harmed relationships, or negative behaviors
perceived as stigmatizing ranged from 0-22, with a tnean of 5.80 (SD = 4.35).

Figure 1. Cmnplicated Grief Distribution
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Figure 2. Quality of Life Distribution
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The three dependent variables are moderately conelated with each other, with
pairwise Pearson conelations ranging between r=-0.58 (p<0.0001) between quality of life
and complicated grief, and r=0.45 (p<0.0001) between stigtna and con1plicated grief.
The two categorical predictor variables, each with three levels (high, 1noderate, low), are
suicide survivors' perceived levels of psychological closeness to an individual who died
by suicide and the amount of guilt experienced subsequent to a suicide death. Using The
Uniditnensional Relationship Closeness Scale, the weighted average of each specific ite1n
falls between 4.05 and 6.33, with the total average of all 12 ite1ns being 5.26. The cutoff
scores for each level are as follows: Not Close- scores 1-3.0 (n = 107); Moderately
Close- scores 3.1-5.0 (n = 307)}· Very Close- scores 5.1-7 (n = 716). Using the
Tramna-Related Guilt Inventory, low values are bounded by 0, reflecting a total lack of
guilt, and high values are bounded by 4, indicating n1aximally high guilt. Itetns were
averaged to produce an overall guilt score, using the following cutoff scores: Minitnal
Guilt- scores 0-1.33 (n = 285)}· Moderate Guilt- scores 1.33-2.67 (n = 601); Much
Guilt- scores 2.67-4 (n = 244). It was predicted that level of guilt would potentially
influence the relationship between the independent variable of perceived psychological
closeness and the dependent variables.
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Figure 4. Cross-Tabulation Between Relationship Closeness and Guilt
Cross-Tabulation Between Relationship Closeness and Guilt

Frequency

Guilt
(Relationship Closeness)

M inimal Guilt Moderate Guilt Much Guilt

Total

Not Close

64

38

5

107

Moderately Close

96

158

53

307

Very Close

125

405

186

716

Total

285

601

244

1130

Statistical Analysis
A 2-way MANOV A was run with perceived level of psychological closeness and
mnount of grief as the independent variables, each with 3 levels (low, moderate, high),
and complicated grief, stign1a, and overall quality of life as the dependent variables. The
MANOVA was selected to test the overarching proposed hypotheses, and to describe the
relationship between the two independent and three dependent variables in each. The
alpha level for each test was set at a= 0.05. An a priori power analysis was cmnpleted
using G Power, indicating that 84 participants were necessary for a stnall approxi1nate
effect size of 0.1. A univariate F test was derived by comparing the ratio of systematic to
unsystetnatic variance for cmnplicated grief (Field, 2009).
Hypothesis I
It was hypothesized that there would be a significant interaction effect between

emotional attachinent I psychological closeness to the suicide victim and guilt such that
the itnpact of e1notional closeness on the dependent variables will be dependent upon the
level of guilt. Specifically, for the dependent variables of quality of life and stigma, there
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might be an interaction effect because, even for lower levels of attach1nent I
psychological closeness, but high levels of guilt, scores on stigtna and quality of life will
be si1nilar or in excess of the scores of individuals who identified as close I attached to
the person who cmrunitted suicide. This interaction effect is not expected for the
dependent variable of cmnplicated grief.
The interaction between guilt and relationship closeness factors, as well as the
1nain effects, was included in the model. Results indicate that the Wilks' Lambda and
Pillai's Trace for the interaction tenn in the MANOVA tnodel were not significant.
Therefore, evidence does not support this hypothesis. However, the Willes' Lmnbda and
Pillai's Trace were significant for the main effects (i.e., guilt and relationship closeness).
Hypotheses II and III
It was hypothesized that there would be significant 1nain effects between the two

dependent variables (psychological closeness and guilt) and the three dependent variables
(grief, stig1na, and quality of life). Individuals (survivors) who report high levels of
psychological closeness or guilt, as cmnpared with lower levels of closeness or guilt,
would endorse significantly higher levels of complicated grief and stigtna, and lower
quality of life.
An individual AN OVA was run with complicated grief as the dependent variable.
The 1nean (standard deviation) of the cmnplicated grief scale was 43.17 (13 .65), and the
range of scores fell between16 and 80. Results indicated that both guilt (F(2,
1121)=130.93, p<0.0001, and relationship closeness (F(2, 1121) = 35.98,p<0.0001) were
significant. Because both guilt and relationship closeness were significant, post hoc
Tukey tests were 1un, which revealed the following infmmation. The average
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con1plicated grief score in the minimal guilt group is 14.0507 less than in the tnoderate
guilt group and 25.2784 less than in the tnuch guilt group. The average complicated grief
score in the tnoderate guilt group is 11.2276 less than in the n1uch guilt group. Sitnilarly,
those who did not consider themselves to have a close relationship had lower scores on
the cmnplicated grief measure than those who had a tnoderately close relationship
(difference = 9 .5640), and those who had a very close relationship (difference =
17.2355). Also, those who had a tnoderately close relationship had lower scores on the
complicated grief measure than those who had a very close relationship (difference =
7 .6714). All of those differences were statistically significant (when alpha= 0.05).
These results suggest that a survivor's perceived etnotional closeness to the
deceased, and amount of guilt experienced after a suicide death, itnpacts the level of
complicated grief experienced. As emotional closeness increases, so does cmnplicated
grief. Sitnilarly, as guilt increases, so does cmnplicated grief.
An individual ANOV A was run with quality of life as the dependent variable. The
mean (standard deviation) of the quality of life scale score is 3.21 (0.65), and the range of
scores fell between1.27 and 4.81. Results indicated that guilt is significant (F(2 ,
1121)=48.65, p<0.0001 , and relationship closeness is not (F(2, 1121) = 0.47, p=0.6238.
Because guilt was significant, a post hoc Tukey test was tun, which revealed that the
mean quality of life scores of individuals who have n1ini1nal guilt are significantly higher
than those of individuals who have tnoderate guilt (difference between means is
0.44536). Likewise, individuals who have minin1al guilt have significantly higher mean
quality of life scores than those with tnuch guilt (difference between tneans is 0.80945),
and individuals who have n1oderate guilt have significantly higher tnean quality of life
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scores than those with much guilt (difference between 1neans is 0.3641 0). All of these
differences between means were significantly higher than 0 (when alpha is set at 0.05).
These results suggest that the mnount of guilt experienced after a suicide loss does
i1npact the perception of overall quality of life suffered by suicide survivors. As guilt
increases, overall quality of life appears to decrease. However, relationship closeness
does not appear to have a significant impact on the quality of life of suicide survivors.
An individual ANOVA was run with stigma as the dependent variable. The mean
(standard deviation) ofthe stigtnatization scale is 5.80 (4.35), and the range of scores fell
between zero and 22. Results indicated that both guilt (F(2, 1121)=40.86, p<0.0001) and
relationship closeness (F(2, 1121) = 5.66, p=0.0036) were significant. Because both guilt
and relationship closeness were significant, post hoc Tukey tests were run, which
revealed the following. The average amount of perceived stigtna in the minimal guilt
group is 2.7942 fewer than in the 1noderate guilt

g~·oup ,

and 5.2602 fewer than in the

much guilt group. The average amount of perceived stig1na in the moderate guilt group is
2.4659 fewer than in the 1nuch guilt

g~·oup.

Similarly, those who did not consider

the1nselves to have a close relationship had lower scores on the stig1na 1neasure than
those who had a 1noderately close relationship (difference = 2.2650 fewer
strained/hmmed relationships and negative behaviors), and those who had a very close
relationship (difference= 3.1893 fewer strained/harn1ed relationships and negative
behaviors). Also, those who had a n1oderately close relationship had lower scores on the
stig1na 1neasure than those who had a very close relationship (difference= 0.9243 fewer
strained/harmed relationships and negative behaviors). All of those differences were
statistically significant (when alpha= 0.05).
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These results suggest that a survivor's perceived e1notional closeness to the
deceased, and mnount of guilt experienced after a suicide death, itnpacts the level of
perceived stigma experienced. As e1notional closeness increases, the perception of stigtna
also increases. Similarly, as guilt increases, stigma increases.
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Chapter 6: Discussion

There is little empirical evidence in the current literature regarding the perceived
quality (emotional attachtnent I psychological closeness) of the pre-tnortetn relationship
between the suicide victin1 and the suicide survivor and its influence on cmnplicated grief
reactions, perceived stigma, and overall quality of life in survivors. The results of this
study provide infonnation regarding the impact of perceived closeness on these unique
variables, each of which has been found to be itnpacted directly by the amount of guilt
experienced by the suicide bereaved (Clark & Goldney, 1995; De Groot et al. , 2006;
Dyregrov, 2011, Howarth, 2011; Schitnelpfening, 2011; Schneider et al., 2011 b). This
serves to extend the current empirical discourse, which has previously been limited by a
concentration on relationship proximity (kinship, tnarriage) (Cleiren et al., 1994; Mitchell
et al., 2009; Mitchell et al., 2004; Tall et al. , 2008), and also by tnethodological
challenges.
First, it was hypothesized that there would be an interaction effect between
closeness and guilt, so that the itnpact of emotional closeness on the dependent variables
of stigtna and quality of life will be dependent upon the level of guilt. Specifically, even
for lower levels of psychological closeness, but also for high levels of guilt, scores on
stigma and quality of life will be sitnilar to or in excess of the scores of individuals who
identified as close I attached to the person who died by suicide. The interaction effect was
not found to be statistically significant. Although it was not significant, there does appear

to be a trend in the means of the dependent variables for the different combinations of
guilt and relationship closeness (Appendix A). Given the trends of the data, the reason
why the interaction effect did not occur is unclear. Although the interaction effect was
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not statistically significant, results were significant for the n1ain effects of guilt and
relationship closeness regarding specific dependent variables. Both perceived closeness
and guilt uniquely itnpacted cmnplicated grief, quality of life, and stigma.
The second hypothesis sought to detennine whether or not survivors who reported
high levels of etnotional closeness to the suicide victitn would endorse significantly
higher levels of cmnplicated grief and stigtna, and lower overall quality of life, as
compared with individuals with low levels of etnotional closeness. Results frmn this
san1ple indicate that as the level of perceived emotional closeness increases, levels of
complicated grief tend to increase as well. Close kinship predisposes individuals to
complicated grief reactions (Kristensen et al., 2012; Latham & Prigerson, 2004; Mitchell
et al., 2004; Mitchell et al., 2009), with proxitnity being responsible for a nearly twofold
increase in the level of complicated grief, cmnpared with tnore distant survivors (Lobb et
al., 201 0; Mitchell et al., 2004; Tall et al. , 2008). Results of the current study both
support the literature, and extend previous findings that the perception of a close premmietn relationship predisposes suicide survivors to complicated bereavement responses
such as shock, recurrent depression, cmnplicated grief, mental preoccupation, and guilt
(Andriessen, 2009; Bartik et al., 2013; Brent et al., 1994; Lobb et al., 201 0; Mitchell et
al., 2004; Reed & Greenwald, 1991).
The current research exatnined whether or not survivors who reported high levels
of emotional closeness to the suicide victitn would endorse significantly greater levels of
stigtna by others, as con1pared with individuals with low levels of etnotional closeness.
Stigtna was evaluated in terms of strained relationships with others and negative
behaviors towards the survivor. Results frmn this satnple indicate that as the level of
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perceived emotional closeness increases, levels of perceived stign1a also tend to increase.
Literature describes suicide survivors as experiencing greater isolation and stigtnatization
than other 1nomners (Jordan, 2001), which can n1anifest as negative emotional reactions
(Pryor et al. , 2012), overt or mnitted behaviors towards the survivor (Feigelman et al.,
2009), shmne and conceahnent of the death (Clark & Goldney, 1995; Dyregrov, 2011), or
self-stigma (Cinigan, 2004; Vogel et al., 20130). The cunent findings extend the cunent
discourse, and transition frmn si1nply generalizing stigtna within all survivors, to
evaluating how closeness detennines the stigma perceived. Despite this finding, it
appears as though many participants felt that the assistance they received after a loss was
more helpful than hannful, and that they also experienced fewer strained than
strengthened relationships. The n1ajority nonetheless believed that others isolated or
avoided the1n, or were en1banassed to discuss the death.
Inconsistent with hypothesis 2 is that perceived etnotional closeness does not
appear to have a significant itnpact on survivors' perceptions of overall quality of life
after a loss. In the current study, quality of life is a unique variable because one's
perception of his or her own quality of life does not depend entirely upon whether he or
she has experienced a suicide loss. Quality of life is a notion influenced in a cmnplex way
by an individual's "physical health, psychological state, personal beliefs, social
relationships and their relationship to salient features of their enviromnent" (WHO,
20 14). The con1prehensiveness of the quality of life variable could be a cause for an
individual's perceived closeness to the deceased not negatively in1pacting his or her
overall quality of life. Although previous literature has suggested that the severity of
bereavement outcmnes is associated with perceived attach1nent, or closeness (Andriessen,
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2009; Bartik et al., 2013; Be1man, 2011; Cerel et al., 2013; Chapman, 2007; Clark &
Goldney, 2000; Grad, 1996; Reed & Greenwald, 1991; Schneider et al., 2011b; Tall et
al., 2008), in the current study, the perception of a close pre-mmie1n relationship could
potentially act as a protective factor against physical and psychological difficulties, or
serve as source of comfort for the survivor. Furthermore, the length of time since the
suicide loss 1nay be cause for participants endorsing more satisfying lives. Individuals
1nay have grown accustmned to life without their loved ones, and have re-established the
physical, psychological, spiritual, or social aspects of their lives that were detrin1entally
impacted i1n1nediately following the loss.
The third hypothesis investigated whether or not survivors who reported high
levels of guilt would endorse significantly higher levels of complicated grief and stig1na,
and lower overall quality of life, as compared with individuals with low levels of guilt.
This hypothesis was supported. Results frmn this smnple indicate that as mnount of guilt
experienced after a loss tends to increase, levels of cmnplicated grief in suicide survivors
tend to increase. This finding supports the literature, which indicates that bereaved
individuals suffering frmn complicated grief often experience guilt, anger, and bitte1ness
related to the death (Shear et al., 2007).
The current research exmnined whether or not survivors who reported high levels
of guilt after a suicide loss would endorse significantly greater levels of stigma by others,
as compared with individuals with low levels of guilt. Stign1a was evaluated in tenus of
strained relationships with others and negative behaviors towards the survivor. Consistent
with hypothesis 3, as the mnount of guilt experienced after a suicide loss increases,
survivors' perception of being stig1natized tends to increase. Literature suggests that
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suicide bereavement for fatnilies is uniquely characterized by struggles with rejection,
shmne, and guilt or retnorse, parallel to their stigtna experience (Clark & Goldney, 1995;
Dyregrov, 2001; Parrish & Tunkle, 2005). The current research evaluates guilt as a
detenninant of perceived stigtnatization, not as a parallel process.
Results from this smnple indicate that as levels of guilt increase, perceived overall
quality of life tends to decrease. These findings are consistent with prior research, which
indicates that guilt is an en1otional response that contributes to one's overall quality of
life. The impression that one failed to identify the suicidality of his or her loved one,
failed to intervene in tin1e to save his or her life, or failed to assist him or her in seeking
the necessary treattnent weighs heavily on those left behind to grieve (Clark & Goldney,
1995). Additionally, guilt tnay stein frmn a fear that their own abandomnent or
mistreattnent of the deceased inspired the feelings of loneliness or rejection that may
have ultimately contributed to the death (Clark & Goldney, 1995; Sakinofsky, 2007), or
from the sense of relief that occurs after an extensive history of suicidal ideation or
attetnpts (Parrish & Tunkle, 2005; Sakinofsky, 2007; Wilson & Marshall, 2010). In the
current study, less than 7% of respondents fully endorsed the statetnent, "If I knew
today-only what I knew when the event(s) occurred-I would do exactly the same
thing."
Overall, results of the current study detnonstrate the fact that perception of an
emotionally close premorbid relationship with the decedent does significantly impact
both cmnplicated grief reactions and perceived stigma in suicide survivors. This suppmis
a thus far limited breadth of research indicating that bereavetnent outcomes appear to be
correlated with the perceived attachtnent, closeness, and quality of the pre-tnortetn
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relationship between the survivor and the deceased (Andriessen, 2009; Bartik et al. , 2013;
Bennan, 2011; Cerel et al., 2013; Chap1nan, 2007; Clark & Goldney, 2000; Grad, 1996;
Reed and Greenwald, 1991; Schneider et al., 2011; Tall et al., 2007). Although a
survivor's perception of an etnotionally close pretnorbid relationship was not found
significantly (detritnentally) to itnpact his or her overall quality of life in the absence of
guilt experienced, that is not to say that survivors' physical health, psychological states,
personal beliefs, and social relationships are not negatively affected.
The amount of guilt experienced subsequent to a suicide death was found to
impact all three dependent variables significantly. Worthy of note is that in the early
stages of development, the cunent research contained only one independent variable,
perceived relationship closeness. However, a review of prior literature revealed that guilt
was an element of all three dependent variables of the cunent study (Clark & Goldney,
1995; De Groot et al., 2006; Dyregrov, 2011, Howmih, 2011; Schitnelpfening, 2011;
Schneider et al., 2011 b). Because of its pervasive role in the grief reactions to be
investigated, guilt was included as an additional independent variable. Overall, results
suggest that guilt is responsible for greater adverse grief reactions than perceived
relationship closeness.
Limitations & Recommendations for Future Research

The cunent study provides adequate infmmation to begin the investigation of the
impact of etnotional closeness and guilt on unique bereave1nent outcmnes subsequent to
suicide death. However, there are litnitations in the design, which are worthy of note.
First, more than 42,000 individuals die by suicide annually (AFSP, 2015; CDC, 2014),
leaving an esti1nated 200,000 to 1,000,000 survivors to cope with the loss (Cvinar, 2005;
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Dyregrov, 2011; Mitchell, Sakraida, Ki1n, Bullian, & Chiappetta, 2009). Although the
participation rate I sample size (n = 1130) was acceptable for a study such as this, the
smnple of participants may not accurately represent the greater survivor population,
thereby providing data that is not generalizable. The overwhehning majority of the
pmiicipants in the current study are fe1nale, Caucasian, and practicing Christianity.
Despite the fact that 1nen are four times more likely to die by suicide than wmnen (AFSP,
2015; CDC, 2014 ), it is not reasonable to consider that 93% of all survivors would be
fe1nale. Similarly, the grief reactions of non-Caucasian ethnicities I cultures are not
appropriately represented, and the reasons for this are unclear. Furthermore, most
participants were survivors associated with a recognized suicide organization exclusively
dedicated to understanding and preventing suicide through research, education and
advocacy, and to reaching out to people with mental disorders and those i1npacted by
suicide. The extent to which this smnple accurately represents those survivors not
connected with such associations re1nains mnbiguous. Future research should focus on
collecting data from a In ore representative smnple of survivors in the general population,
placing specific focus on cultural differences and their causes.
The current study does not sufficiently distinguish between newly bereaved and
longer-tenn survivors and their corresponding grief reactions. The intensity of grief
reactions is likely influenced by the length of time since the suicide (Schneider et al. ,
2011 b), and n1ay in tum n1oderate survivor experiences. The 1najority of respondents
suffered a suicide loss between 2 and 5 years prior to the cmnpletion of this study. The
reason for this being the predmninant demographic is unclear. It is possible that the 1nore
newly bereaved are experiencing n1ore intense grief reactions, and consequently utilizing
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the AFSP as a resource. Sitnilarly, those with losses that occurred in the 1nore distant past
could potentially be experiencing less negative symptmns, or may not be aware of
survivor organizations because these may not have been as accessible at the titne of their
losses. The length of time since the suicide loss n1ay additionally be a cause for
participants endorsing satisfaction with quality of life. Survivors of In ore recent losses
would potentially endorse 1nore physical, psychological, spiritual, or social difficulties.
Future research should more thoroughly investigate the differences between the newly
bereaved and longer-tenn survivors, including how time may moderate negative grief
outcomes.
There was no evaluation of the differences between survivors who received
mental health services or sought additional help/support subsequent to the death, and
those who did not. The literature suggests that assistance in the fmm of support groups,
psychotherapy, and other therapeutic interventions 1nay be helpful for survivors after a
suicide loss (Andriessen, 2009; Jordan & McMenamy, 2004; Shear et al., 2005; Schut,
Stroebe, van den Bout, & Terheggen, 2001 ). Approxitnately 60% of patiicipants
acknowledged the receipt of 1nental health services in the past, but whether or not
treatn1ent was directly related to the suicide loss is unclear. Future research should
examine the differences between treatlnent and non-treatment survivor groups,
specifically whether or not suppmi was sought solely for the purpose of coping with
suicide loss.
Suicide is prone to stigtnatize both the deceased and the survivors who have been
left behind, spreading the negative association to fatnilies, friends, and even
acquaintances (Cvinar, 2005; Gofftnan, 1963; Pryor et al., 2012; Tall et al., 2008). This
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stigmatization is endorsed either by the public or the survivor hi1n-or-herself (Corrigan,
2004; Vogel et al., 2013 ), and likely cmnpounds the already difficult bereave1nent
process (Cvinar, 2005; Tall et al., 2008). Furthermore, the

stig~na

associated with suicide

death potentially prevents i1nportant conversations regarding mental health and accessible
resources for those contemplating suicide, as well as for the survivors. Additional
research should be conducted on the effects of suicide stig1na on survivors, and also on
the general population. Specifically, this research may help to detennine how to discuss
suicide openly frmn the perspectives of the bereaved, fron1 the perspectives of those close
to the bereaved, and also from the perspectives of those not i1npacted by suicide. This is
also a situation in which psychologists can act as advocates in the com1nunity by
increasing awareness through education.
The current study did not take into consideration any protective factors or resiliency
qualities, which could potentially increase the likelihood of a healthy grief response. Nor
did it investigate potential risk factors that could increase the probability of negative
bereave1nent outcomes. Future research should include measures to evaluate a survivor's
self-efficacy, self-esteem, reliance on religious/spiritual beliefs, ability to find meaning in
loss, and resilience because all of these are considered protective factors for the bereaved
(Bonanno, 2004; Kristensen et al., 20 12; Stroebe et al., 2007). Measures to evaluate risk
factors such as survivor's background (gender, race), death I bereave1nent-related features
(violent death, identified the body, age of deceased), relationship to the deceased,
intrapersonal traits (attach1nent style, neuroticism), religion/belief (worldview, education
level), and interpersonal characteristics (social support, proble1natic relationship with
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deceased) (Burke & Neimeyer, 2013) should additionally be considered in future
research.
Conclusion

This study aitned to investigate whether or not the quality I closeness of the premorten1 relationship between a suicide survivor and the deceased, and the amount of guilt
experienced, influenced grief reactions in suicide survivors. Specifically, con1plicated
grief, perceived stigtna, and overall quality of life were examined. The findings of this
study suggest that guilt detritnentally impacts all three dependent variables, and the
perception of an emotionally close pre1norbid relationship with the decedent significantly
impacts both cmnplicated grief reactions and perceived stigma. These findings indicate
that kinship is not the only variable to be considered when evaluating survivorship after a
suicide. The perceived closeness to the deceased is potentially an equal or greater factor
to consider when evaluating the population requiring support. Furthermore, results
suggest that guilt is responsible for an array of adverse grief reactions, which based on
prior literature, will likely go untreated. These findings may lead to future research
investigating the needs of suicide survivors, and hopefully aid in additional suppmis and
resources being provided to an apparently vastly overlooked and underserved population.
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APPENDIX A
INDEPENDENT VARIABLE INTERACTION

Analysis Variable: QUALITY OF LIFE Scale Score
GuiltCategories

Relationship
Closeness
- 3 Categories

Minimal
Guilt

Not Close

64

64 3.5930804 0.5572649 2.3125000 4.7500000

Moderately
Close

96

96 3.6051215 0.5720425 2.1250000 4.8125000

Very Close
Moderate
Guilt

Not Close

N
Obs

N

Mean

Std Dev Minimum Maximum

125 125 3.6520571 0.5193773 2.3125000 4.8125000
38

38 3.2456140 0.6009088 2.3125000 4.5625000

Moderately
Close

158 158 3.1178534 0.5924396 1.8750000 4.7500000

Very Close

405 405 3.1945973 0.6107759 1.6250000 4.7500000

Much Guilt Not Close
Moderately
Close
Very Close

5

5 3.0125000 0.3168448 2.5000000 3.3125000

53

53 2.8435535 0.5672671 1.6875000 4.3125000

186 186 2.7996512 0.6307884 1.2666667 4.4375000
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Analysis Variable : STIGMA -Total number of strained relationships, harmed
relationships and negative behaviors
GuiltCategories

Relationship
Closeness

N
Obs

N

Mean

Std Dev Minimum

Maximum

-3
Categories
Minimal
Guilt

Not Close

64

64 2.0625000 2.6057019

0 11.0000000

Moderately
Close

96

96 2.9062500 2.9950068

0 12.0000000

125 125 3.9680000 3.1773797

0 12.0000000

Very Close
Moderate
Guilt

Much
Guilt

38

38 4.7368421 4.3662354

0 22.0000000

Moderately
Close

158 158 5.9746835 4.0709463

0 17.0000000

Very Close

405 405 6.0938272 3.9515740

0 20.0000000

Not Close

Not Close
Moderately
Close
Very Close

5

5 5.4000000 3.3615473

53

53 8.3962264 4.7931827

0 19.0000000

186 186 8.5376344 4.6755468

0 21.0000000

0

9.0000000
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Analysis Variable: COMPLICATED GRIEF- Overall Score
GuiltCategories

Relationship
N
Closeness
Obs

N

Mean

Std Dev

Minimum

Maximum

-3
Categories
Minimal
Guilt

Not Close

64

64 24.9531250

7.5853444 16.0000000 65.0000000

Moderately
Close

96

96 29.5416667

7.1494080 16.0000000 47.0000000

125 125 33.4880000

8.3101337 18.0000000 60.0000000

Very Close
Moderate
Guilt

Much Guilt

Not Close

38

38 36.0526316

8.7393097 22.0000000 52.0000000

Moderately
Close

158 158 40.4873418 10.0348040 17.0000000 70.0000000

Very Close

405 405 46.5506173 11.2946816 21.0000000 73.0000000

Not Close
Moderately
Close
Very Close

5

5 41.2000000 11.0317723 28.0000000 53.0000000

53

53 52.9622642 10.4696673 27.0000000 75.0000000

186 186 56.6344086 10.3038014 28.0000000 80.0000000

